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Your Chance To Get Textbooks 
That Are Always Up-To-Date 


Many doctors object to buying textbooks, declaring that 
they get out of date too quickly. The following spe- 
cial journals, covering various fields, overcome this ob- 


jection. These journals are textbooks always up-to-date. 


THE AMERICAN JOURNAL OF OBSTETRICS & GYNECOLOGY — 
Reflects the work done in these fields by foremost specialists in the world. Offi- 
cial organ for leading obstetric and gynecological societies. Published monthly. 


2 vols. yearly. 1800 pages, 300 illus. Price $8.50. 


THE JOURNAL OF PEDIATRICS—Official organ American Academy of 
Pediatrics. Perfect storehouse of workable information on pediatrics. 1500 pages 
of text-matter, illustrated. 2 vols. yearly. Price $8.50. 


THE JOURNAL OF LABORATORY & CLINICAL MEDICINE—Since 1915 
the clearing house for clinical medicine and laboratory diagnostic methods. 
Published monthly. Approximately 900 pages a year. Price $8.50. 


THE AMERICAN HEART JOURNAL—Official organ of The American Heart 
Association. Published bi-monthly. Only journal in the world devoted to clin- 
ical aspect of heart diseases. 750 pages, beautifully illustrated. Price $7.50. 


THE AMERICAN JOURNAL OF SYPHILIS—Published quarterly. 800 pages 
of text and illustrations. Articles largely of a clinical nature. Keeps you in 
close touch with developments in this field of medicine. Price $10.00. 


THE JOURNAL OF ALLERGY—Official organ for Society for Study of Asthma 
and Allied Conditions and Association for Study of Allergy. Published bi- 
monthly. 650 pages. Helps you better understand the phenomena of allergic 
reaction to protein poison. Price $7.50. 


THE JOURNAL OF THORACIC SURGERY—Official organ of The American 
Association for Thoracic Surgery. This magazine can be depended upon to pub- 
lish exclusively the original papers written by members of this association. Publish- 
ed bi-monthly. 600 pages. Price $7.50. 


THE C. V. MOSBY CO., 3525 PINE, ST. LOUIS, MO. 


Gentlemen: Enter my subscription to the — 
starting with the current number. Charge my account with the subscription price for one 


year. 
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TWO UNUSUAL NEW BOOKS 
FRACTURES 


By PAUL B. MAGNUSON, M.D. 


Associate Professor of Surgery, Northwest University Medical School, Chicago, IIl. 
Octavo. 486 Pages. 317 Illustrations. Cloth, $5.00 


This book is written to meet the needs of the man who first sees the fracture. 
It is not compiled from the works of many other men. It simplifies the method 
of treatment. The object of the book is to advance information which will make 
simpler and easier the treatment of fractures and improve the end results. All 
the methods described in this book have been thoroughly tried in practice. 
There are many more which are as good, there may be some that are better but 
these have worked and with thought and attention to detail will work in the 
hands of any man because they are simple and because they all take into con- 
sideration the anatomy and physiology of the parts under treatment with the me- 
chanical features simplified so that they may be applied without any great amount 
of special equipment. If the direction and amount of force which causes the frac- 
ture, plus the muscle pull which maintains the fracture in deformity, is clearly un- 
derstood before treatment is undertaken, with certain fundamentals in the mechanics 
of reduction provided for in the way of pysical equipments of the individual case, 
the surgeon, consequently, can be relied upon to work out the details of treatment. 
It is profusely illustrated, with most unique drawings and photographs showing the 
various steps and procedures in the clearest and simplest possible manner. 


OPERATIVE SURGERY 


The Abdominal Cavity 
By MARTIN KIRSCHNER, M.D. 


Professor of Surgery and Director of the Surgical Clinic at the University of Tubingen 
Authorized Translation 
By DR. I. S. RAVDIN 


And J. William White, Professor of Surgery, University of Pennsylvania; 
Surgeon, University Hospital, Philadelphia 


Imperial Octavo 554 Pages 395 Illustrations Mostly Colored $12.00 


The enthusiastic reception which was accorded the first volume has made the 
editing of the present volume a welcome task. It covers the field of abdominal 
surgery including the rectum. As in the first volume, Professor Kirschner has been 
meticulous in the inclusion of every detail of the operations. The same physiolog- 
ical point of view has been maintained. Every important point is illustrated with the 
same skill and precision which distinguished the first volume. Most of the illustra- 
tions are in color. 


J. B. LIPPINCOTT COMPANY 


LONDON Since 1875 PHILADELPHIA Since 1792 MONTREAL Since 1897 
16 John St., Adelphi East Washington Square Confederation Bldg. 
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Petrolaaar 


NEW 8-Ounce 


Convenient Size 
—Fits the present day pocketbook 
—Fits the medicine cabinet 


—Handy for travelers 
—Contents easily removed 


@ Eight Ounce 
Bottle .... 


New Half Size at a lower 
price to safeguard your 
prescriptions. Prevents 
substitution. 


Your patient deserves to be provided 
with Petrolagar in the original bottle. 
Petrolagar is the original agar and oil 
emulsion accepted for New and Non- 
official remedies by the Council on Phar- 
macy and Chemistry of The American 
Medical Association.* 


It is requested that physicians write 
“N.N.R.” on Petrolagar Prescriptions, 
thus assuring the quality of the product 
prescribed. 


Petrolagar is 65 per cent (by volume) 
liquid petrolatum of most rigid specifi- 
cations, emulsified with “Number One, 
Silver White, Kobe Agar-agar.” 


*The Rules of the Council were adopted with 
the object of protecting the medical profession 
and the public against fraud, undesirable secrecy 
and objectionable advertising in connection with 
proprietary medicinal articles. 


Petrolagar Laboratories, Inc. 
8134 McCormick Boulevard, 
Chicago 


Petrolagar 
pure 
Bluey 
Ap 
Retrolagar, 
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A Physiological Laxative and Digestant 


WYALIN 


Stimulates flow of bile 
Aids digestion 


Helps correct putrefaction 


The newest Wyeth development—Wyalin—is al- 
ready receiving favorable comment from physicians. 
They find it not only rational in theory, but effective 
in practice. 


Wyalin combines the hepato-biliary stimulant ef- 
fect of bile salts and pancreatic enzymes and, as such, 
may be described as a physiological laxative and chol- 
agogue. 


The general tonic laxative effect has been augment- 
ed by the addition of small doses of nux vomica and 
aged cascara extracts. 


Used in the treatment of bowel hypomotility due 
to biliary insufficiency, Wyalin helps promote the 
freer flow of bile, aids in the more complete diges- 
tion of fats, combats putrefaction. 


Wyalin is proving an effective form of drug treat- 
ment in cholangitis and cholecystitis. 


Supplied in packages for prescription use, each con- 
taining 50 tablets of a distinctive color and shape. 


May we send you a sample package of Wyalin for 
a clinical trial test? 


JOHN WYETH & BROTHER, Inc. 


PHILADELPHIA, PA. AND WALKERVILLE, ONTARIO 
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The ELECTROCARDIOGRAPH 


No longer a supernatural weapon 


HUS concludes a 
physician who has 
been using an electro- 
cardiograph for sev- 
eral years, and con- 
siders it indispensable 
to every day practice. 
“I would hate to 
guess where I can now 
find out,” he adds, with reference to sus- 
pected heart cases. The electrocardio- 
gram, as a supplement to his other 
methods of examination, gives diagnostic 
and prognostic hints obtainable from no 
other source, enables him to classify his 
cases, and to regulate the indications 
for and dosage of cardiac drugs. 

That day is past when the physician 
had to rely on others to produce elec- 
troca:diograms of his patients. Research 
in physics and engineering made avail- 
able to the medical profession several 
years ago an instrument which the phy- 


GENERAL ELECTRIC 
2012 Jackson Bivd. 


of the super-specialist 


@ X-RAY CORPORATION 


Formerly Victor X-Ray Corporation 


sician himself, or even 
his office assistant, can 
learn to operatewithin 
less than an hour, to 
produce tracings equal 
in diagnostic value to 
those formerly ob- 
tained with compli- 
cated instruments 
requiring years of experience and skill 
to master. 

The Victor Electrocardiograph, com- 
bining as it does simplicity, accuracy and 
reliability, due to the radically improved 
method of amplifying the heart voltage 
by thermionic amplifiers, is a boon to 
medical practice—a timely investment 
which cannot fail to be appreciated by 
both yourself and your patients. 

The facts about the new model Victor 
Electrocardiograph, announced recently, 
are bound to interest you. Write for 
them. 


Chicago, Illinois 
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ELI LILLY AND COMPANY 


FOUNDED 1876 


June 1933 


Makers of 
Medicinal Products 


TINCTURE 
MERTHIOLATE, 1:1000 


LILLY” 


A colored alcohol-acet 
of sodium ethyl mercuri 


Commendable for the 


following reasons: 
1. High germicidal activity 
against skin micro-organisms. 
2. Rapidity of disinfection. 
3. Sustained action. 


4. Tissue compatibility. 


PROMPT ATTENTION GIVEN TO PHYSICIANS INQUIRIES 


ADDRESS ELI LILLY AND COMPANY, INDIANAPOLIS, INDIANA, U.S. A. 
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SQUIBB 


Recommended for restlessness 
and irritability in whatever 
conditions these symptoms arise 


T 


Ipral Squibb possesses a wide range 
of therapeutic uses. It induces sleep 
closely resembling the normal. In 
mental and nervous cases associated 

with insomnia and in combating 

restlessness and irritability preced- heart, lungs, kidneys or gastro- 
ing and following major operations intestinal tract is negligible, even 
it is of particular value. when employed in sufficient amount 


to produce amnesia. 


Ipral (calcium ethylisopropylbar- 
biturate) is a potent and safe Ipral is marketed in 3/4-gr. and 2-gr. 
hypnotic—fairly soluble in water tablets in vials of 10 and bottles of 
and therefore readily absorbed and 100 and 1000. It is also available in 
rapid in effect. Its effect on the powder form in 1-oz. bottles. 


For literature write Professional Service 
Department, 745 Fifth Avenue, New York 


E’R: SQUIBB & SONS, NEW YORK 


MANUFACTURING CHEMISTS TO THE MEDICAL PROFESSION SINCE 1858, 
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relaxing tension 


SEDORMID 


in small 

daytime doses, 

as often 

of signal value 

in preventing 
nervous breakdown 
@ @ The small dosage of 14 tab- 
let 2 or 3 times a day exerts a very 


soothing influence on the central 
nervous system. 


@ @ The sedation induced us- 
ually leads to a restful night’s 
sleep. 


@ @ If further hypnotic medi- 
cation is needed, advise one tablet 
20 minutes before retiring. 


In boxes of ten 4 gr. tablets, scored 
HOFFMANN-LA ROCHE, Inc. ... Nutley, N. J. 
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THE NEW YORK POLYCLINIC 
MEDICAL SCHOOL AND HOSPITAL 


(ORGANIZED 1881) 


(The Pioneer Post-Graduate Medical Institution in America) 


OBSTETRICS, GYNECOLOGY 


and 


ALLIED SUBJECTS 


FOR INFORMATION ADDRESS 
MEDICAL EXECUTIVE OFFICER: 345 West 50th Street, NEW YORK CITY 


What’s Around the 
“Puritan Maid” Trade Mark? | The Tulane University of 


Louisiana 


Financial Responsibility 


GRADUATE SCHOOL OF 
Service MEDICINE 


Approved by the Council on Medical Educa- 
tion of the A.M.A. 


Post-graduate instruction offered in all branches 
Reputation Dependability of medicine. Courses leading to a higher de- 


THESE FIVE POINTS ARE YOUR PRO. | &*¢¢ have also been instituted. 
TECTION AND GUARANTEE 


Puritan Compressed Gas Corporation 


A bulletin furnishing detailed information may 
be obtained upon application to the 


Manufacturers of DEAN 
NITROUS OXID—OXYGEN—ETHYLENE— GRADUATE SCHOOL OF 
CARBON DIOXID—CARBON DIOXID- MEDICINE 


OXYGEN MIXTURES 


ALL TYPES OF GAS EQUIPMENT—OXYGEN 
TENTS, ROOMS, ETC. 


1430 Tulane Avenue 
New Orleans, Louisiana 


Offices in Principal Cities 


Quality SANDS 
a 
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McGulIRE CLINIC 


ST. LUKE’S HOSPITAL 
Richmond, Virginia 


... MEDICAL AND SURGICAL STAFF ... 


General Medicine: General Surgery: Orthopedic Surgery: 
James H. Smith, M.D. Stuart McGuire, M.D. William T. Graham, M.D. 
Hunter H. McGuire, M.D. W. Lowndes Peple, M.D. D. M. Faulkner, M.D. 
Margaret Nolting, M.D. Carrington Williams, M.D. J. T. Tucker, M.D. 
John Powell Williams, M.D. W. P. Barnes, M.D. 
Kinloch Nelson, M.D. : 
Clifford H. Beach, M.D. alae Dental Surgery: 
hn Bell Williams, D.D.S 
Pathology and Radiology: John a 
S. W. Budd, MD. J. L. Tabb, M.D. Guy R. Harrison, D.D.S. 
Obstetrics: Urology: Eye, Ear, Nose and Throat: 
H. Hudnall Ware, Jr., M.D. Austin I. Dodson, M.D. F. H. Lee, M.D. 


The Pottenger Sanatorium and Clinic 
For Diseases of the Chest 
MONROVIA, CALIFORNIA 

For the diagnosis and treatment of all forms of tu- 
berculosis, and other diseases of the chest such as 
asthma, lung abscess and bronchiectasis. 
Located in the foothills of the Sierra Madre Moun- 
tains, 16 miles east of Los Angeles, in a beautiful 
subtropical park. Patients can live in the open air in 
comfort throughout the year. Close personal atten- 
tion given each patient. Full staff in residence. 
Reached via the main line of the Santa Fe, and the 
interurban electric system. Weekly rates from $25, 
up, including medical attention, medicines (except 
pensive r ies) and general nursing. Extra 
charge for operative measures (except pneumotho- 
rax). 

For particulars address 

THE POTTENGER SANATORIUM AND CLINIC 

Monrovia, California 
Los Angeles Office: 1930 Wilshire Boulevard 


UNIVERSITY of MARYLAND, SCHOOL of MEDICINE 
and COLLEGE of PHYSICIANS and SURGEONS 


Requirements for Admission—Two years of college work, including English, Chemistry, Biology, 
Physics and one year in a modern foreign language, in addition to an approved four year high school 
course. 

Facilities for Teaching—Abundant laboratory space and equipment. Two large general hospitals 
— controlled by the faculty and several hospitals devoted to specialties, in which clinical teach- 
ing is done. 

For catalogue apply to J. M. H. Rowland, M.D., Dean, N. E. Cor. Lombard and Greene Streets, 

imore, Md. 
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APPALACHIAN HALL—Asheville, N. C. 


An Institution for Rest, Treatment of Nervous and Mental Diseases, Drug Addiction and Alcoholism 


WM. RAY GRIFFIN, M.D. M. A. GRIFFIN, M.D. 


Appalachian Hall wishes to announce that it has recently acquired and is now occupying the famous Kenilworth 
as its new sanatorium. Kenilworth Inn was erected at a cost of more than a million dollars and f ed 
at a cost of three hundred thousand. 


Appalachian Hall is an institution for the treatment of nervous and mental di alcoholi drug habituation 
and a place for rest and convalescence. Every luxury and convenience, private rooms or rooms en suite. Specia 
department for rest cures and convalescents. Physiotherapy, Occupational Therapy, Gymnasium, etc., Volley Ball, 
Tennis, Croquet, Horseback Riding, Golfing. Five beautiful golf courses available to R 

on duty at all times. A corps of graduate nurses, especially trained for this work. Training school = nurses. For 
information and rates write: Drs. Griffin and Griffin. 


APPALACHIAN HALL, ASHEVILLE, N. C. 


WALTER R. WALLACE, M.D. HUGH W. PRIDDY, M.D. 


THE WALLACE SANITARIUM 


MEMPHIS, TENN. 


For the treatment of Drug Addiction, Alcoholism, Mental and Nervous Diseases. 
Fully equipped for the care of patients admitted. Sixteen acres of beautiful grounds. 
Located in the eastern suburbs of the city at Southern Ave..and Cherry Road. 
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CITY VIEW SANITARIUM 


For and NERVOUS DISEASES 
and ADDICTIONS 


ESTABLISHED IN 1907 
AN ENTIRELY NEW PLANT ERECTED IN 1922 


Separate buildings for men and women, ideally arranged and 
equipped with every facility for the comfort, care and treatment 
of the class of patients received. Situated in the midst of a fifty- 
acre tract, and surrounded by large groves and attractive lawns. 
Two resident physicians. Training school for nurses. 

References: The Medical Profession of Nashville 


JOHN W. STEVENS, M.D., Physician-in-Charge 
NASHVILLE 


R. F. D. No. 1 
On Murfreesboro Pike, one-half mile east of old location 


TENNESSEE 


Brawner’s Sanitarium 


ATLANTA, GEORGIA 
For Mental and Nervous Diseases 


A modern neuropsychiatric hospital with special 
laboratory facilities for the study and treatment 
of early cases. Also a department for the treat- 
ment of drug and alcoholic addictions. 

The Sanitarium is located on the Marietta Elec- 
tric Car Line ten miles from the center of At- 
lanta, near Smyrna, Georgia. The grounds comprise 
80 acres. The buildings are steam heated, electric- 
ally lighted, and many rooms have private baths. 

Address communications to Brawner’s Sanitarium, 
Smyrna, Georgia, or to the city office, 478 Peach- 
tree Street, Atlanta, Georgia. 


Dr. Jas. N. Brawner, Medical Director. 
Dr. Albert F. Brawner, Resident Physician. 


ARLINGTON HEIGHTS SANITARIUM 


P. O. BOX 978, FORT WORTH, TEXAS 


For Nervous Diseases and Selected 
ses of Mental Diseases 


(Incorporated under laws of Texas) 
BRUCE ALLISON, M.D. 
Superintendent 
JAS. D. BOZEMAN, M.D. 
Resident Physician 
DRS. D. L. ALLISON 
and JNO. S. TURNER 
Consultants 
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STUART CIRCLE HOSPITAL Richmond, va. 


Internal Medicine: 
Alexander G. Brown, Jr., M.D. 
Manfred Call, M.D. 

Obstetrics: 
Greer Baughman, M.D., F.A.C.S. 
Ben H. Gray, M.D., F.A.C.S. 
Wm. Durwood Suggs, M.D. 


General Surgery: 


Robert C. Bryan, M.D., F.A.C.S. Clifton M. Miller, M.D., F.A.C.S. Joseph F. Geisinger, M.D., F.A.C.S. 
Stuart N. Michaux, M.D., F.A.C.S. R. H. Wright, M.D., F.A.C.S. Physiotherapy Department: 
Charles R. Robins, M.D., F.A.C.S. Oral Surgery: Directed sd ” 


Pathology: 
Regena Beck, M.D. 


With consulting offices for the staff, laboratories, surgical and obstetrical operating rooms, equipment for the treatment of medical 
diseases and a Grade A School of Nursing, the Stuart Circle Hospital is a modern standard hospital for private patients. 


Ophthalmology, Oto-Laryngology Urology: 


Guy R. Harrison, D.D.S. 
Roentgenology: 
Fred M. Hodges, M.D. 


The Medical Staff, 
Elsa Lange, B.S., Technician 


CHARLOTTE PFEIFFER, R. N., Superintendent. 


315 Brackenridge Avenue 


Established 1903. 
and therapeutic methods. 


and homelike comforts. 


G. H. Moody, M. D. 
Founder 


DR. MOODY’S SANITARIUM 


For Nervous and Mental Diseases, Drug and Alcohol Addiction and Nervous Invalids 


Strictly ethical. 


sanitarium, affording wholesome restfulness and recreation, in doors and out doors, tactful nursing 


SAN ANTONIO, TEXAS 


Phone Fannin 5522 


Needing Rest and Recuperation 
Location delightful summer and winter. Approved diagnostic 
Seven buildings, each with separate lawns, each featuring a small separate 


J. A. McINTOSH, M.D., F.A.C.P., 
Superintendent 


Grace Lutheran Sanatorium 
FOR TUBERCULOSIS 


SAN ANTONIO, TEXAS 
DMITS patients irrespective of religion or creed. An at- 
tractive institution in beautiful San Antonio. Climate un- 
ae excelled the year round for treatment of tuberculosis. Private 


bee rooms with bath and sleeping porch; individual cottages; 

high-class accommodations; Radiographic and Fluoroscopic 
service. Every room and cottage equipped with radio. 

ese MODERATE RATES 

x For booklet and information address 


= REV. PAUL F. HEIN, D. D., Superintendent 
: P. O. Box 214 San Antonio, Texas 
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The Tucker Sanatorium is for the treatment of nervous and endocrine diseases. 
departments of massage, medicinal exercises, hydrotherapy and physiotherapy. 
and bright, surrounded by a lawn and shady walks, large verandas and has a roof garden. 


THE TUCKER SANATORIUM, INC. 


212 WEST FRANKLIN STREET (Corner of Madison) 


RICHMOND, VIRGINIA 


This is the Private Sanatorium for the Neurological Practice of 
Drs. Beverley R. Tucker, Howard R. Masters and James Asa Shield 


There are 
The Sanatorium is large 
It is situ- 


ated in the best part of Richmond and is thoroughly and modernly equipped. The nurses are spe- 
cially trained in the care of nervous cases. 


Insane and acute alcoholic cases are not taken. 


St. Elizabeth’s Hospital 


RICHMOND, VA. 
Staff 
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J. Shelton Horsley, M.D., Surgery and Gynecology 

John S. Horsley, Jr., M. ., Plastic and General 
Surgery 

Guy W. Horsley, M.D., General Surgery 


os s G Chapman, MD., Internal Medicine 
Wm. H. Higgins, M.D., ‘Consultant in Internal 
Medicine 
O. O. Ashworth, M.D., Consultant in Internal 


Austin I. Dodson, M.D., Urology 

Fred M. Hodges, M.D., Roentgenology 
Thos. W. Wood, D.D.S., Dental Surgery 
Helen Lorraine, Medical Illustration 


N. E. Pate Busi 


Hopkins Hospital in Baltimore for a three months’ 
course, each, in Pediatrics and Obstetrics. A course 
in Public Health Nursing is given as a scholarship 
in the Senior year at the 
Social Work and Public Health which is a depart- 
ment of William and 
must be graduates of a high school or have the 


The 


icine 


Administration 


SCHOOL FOR NURSES 
Training School is affiliated with Johns 


Richmond School of 


Mary College. applicants 


Address 
Director of Nursing Education 


The Oxford Retreat 


OXFORD, OHIO 


FOR 
Nervous 
and 
Mild Mental Cases 


R. HARVEY COOK 
Physician in 


Write for Descriptive Circular 


A modern, ethical Institution, fully 
equipped for the diagnosis, care and 
treatment of medical neurological, mild 
mental and addiction cases. 
tion, 2000 feet above sea level. 
reasonable. 


Write for full details. 


SAINT ALBANS 


RADFORD, VA. 


SANATORIUM 


Medical Staff: 
J. C. KING, M.D. 
JAMES KING, M.D. 
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WESTBROOK SANATORIOUM 


Richmond Telephone—Boulevard 1220 Virginia 


Department for Men: Department for Women: 
J. K. Hall, M.D. P. V. Anderson, M.D. 


O. B. Darden, M.D. J. H. Royster, M.D. 
E. H. Alderman, M.D. 


The institution is situated just beyond the north border of the City on the Richmond-Washington automo- 
bile highway. 

The scope of the work of the Sanatorium is limited to the diagnosis and the treatment of nervous and mental 
disorders and to the addictions to drugs and to alcohol. i 
under medical and nursing supervision. 

The medical staff devotes its entire attention to the patients in the Sanatorium. 

The institution maintains a school for trained attendants in which instruction in the care of the nervous and 
mentally sick is emphasized. 

There are twelve separate buildings for patients, with 150 beds. Such a large group of buildings makes pos- 
sible the more congenial grouping of patients. 
There are a few small cottages for the use of individual patients. 


A comprehensive general physical and nervous examination is made of each patient. A mental exeminetion is 


It affords also adequate facilities for rest and upbuilding 


Rooms may be had single or en suite, with or without private bath. 


made when indicated. The examination is typed and a copy of it is available for the 
x-ray equipment has been installed. A dental room has been fitted up and a c let 
of the general survey. 


occupation in the out-of-doors is made possible for the men patients in the vegetable and flower gardens, on the 

truck farm, in the poultry yards, and in the dairy. 
There are bowling, tennis, croquet, and pool. There is a movie and a dance every week. On Sunday evening 

there is chapel service. 

Detailed information is available for physicians. 


dental in vs igation is a part 


A skilled teacher gives practical daily instruction to small groups in the arts and crafts. Helpful and interesting 


HIGH OAKS SANATORIUM 


Established 1887 . 1000 Feet Elevation 
LEXINGTON, KENTUCKY 


For the Treatment of Nervous and Mental Diseases, 


and Addictions 


Every approved method of treatment applied as indicated after thorough clinical and 
laboratory examination of patient. Two physicians of many years’ experience in this work 
devote their entire time to the patients, and a large force of specially trained nurses is main- 
tained. Complete hydrotherapeutic equipment. Although a fully equipped institution, the 
sanatorium has a comfortable, home-like atmosphere. 

Brick buildings, rooms with and without private baths. Extensive, beautifully wooded 
grounds in the heart of the blue grass region; a short drive from the famous scenery of the 
Kentucky River. 

Music, billiards and pool, tennis, croquet and other in and outdoor games. Eighteen 
hole golf course available. Frequent automobile drives. 

Member Central Neuropsychiatric Hospital Association, which means “Every hospital in 
this organization must conform to rigid standards which guarantee to the patient, to the family, 
and to the family physician competent scientific treatment and individual consideration.” 


GEO. P. SPRAGUE, M.D. J. ERNEST FOX, M.D. 
Medical Superintendent Resident Physician 


= 
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Inc. 1873 


For Mental and Nervous Diseases 


A strictly modern hospital fully 
equipped for the scientific treatment 
of nervous and mental affections. 
Situation retired and accessible. For 
details write for descriptive pamphlet. 


Emerson A. North, M.D., 
Charles Kiely, M.D., 


H. P. COLLINS, Business Manager Visiting Consultants 
Box No. 4, College Hill D. ue. 
CINCINNATI, OHIO 


““REST COTTAGE” Hill, Cincinnati, Ohio 


convalescents. 


Completely 
equi for hy- 
drotherapy, mas- 
sages, etc. 


Cuisine to meet 
individual needs. 


Emerson A. North, 
M.D. 
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HILL CREST SANITARIUM 


FOR NERVOUS AND MENTAL DISEASES AND ADDICTIONS 
Established in 1925 
A New Hospital Has Been Erected 
Thoroughly modern in architecture and construction. Eight departments—affording proper classification of patients. 
All outside rooms, attractively furnished. Several bathrooms and rooms with private bath on each floor. Also a 
spacious sun parlor in each department. Located on the crest of Higdon Hill, 1050 feet above sea level, overlooking 
the city, and surrounded by an expanse of beautiful woodland. Ample provision made for diversion and helpful 
occupation. Adequate night and day nursing service maintained. 
JAMES A. BECTON, M.D., Physician-in-Charge 

P. O. Box 96, Woodlawn Station, Birmingham, Ala. Phones: 9-1151 and 9-1152 
Consultants: C. M. Rudulph, M.D.; H. S. Ward, M.D. 


WAUKESHA SPRINGS 
SANITARIUM 


For the Care and Treatment of 
Main House 


NERVOUS DISEASES ) 
Building Absolutely Fireproof bler Heights s t 
FOR THE TUBERCULOUS 
BYRON M. CAPLES, M.D., Medical Director ARTHUR C. AMBLER, M.D., Director 


Dr. C. H. Cock Dr. Charles C. Orr 
Dr. A. B. Craddock Wilson. Pendleton 


Dr. S. L. Crow r. Paul H. Ringer 
Dr. J. W. Huston Dr. M. L. Stevens 
Waukesha, Wisconsin P. O. Box 1881 Asheville, N. C. 
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anew W. & D. propucr 
THANTIS LOZENGES 


Antiseptic and Anesthetic 
To the Mucous Membranes of the Throat and Mouth 


These lozenges contain Ye grain Merodicein and 1 grain Saligenin. The former is a 
powerful bactericidal and bacteriostatic agent and provides sufficient stain to fix the 
germicide in the tissues and obtain the benefit of penetration and prolonged action only 
furnished by the dyes. Its toxicity is so low as to permit the ingestion of large amounts 
with impunity. Saligenin has long been considered the most effective for topical use 
of the phenol anesthetics and when applied to mucous surfaces it produces a definite and 
prompt anesthesia. Its low toxicity allows its free use in the mouth. 


When the lozenges are dissolved in the mouth, the mucous membranes of the posterior 
oral cavity and throat are bathed with a very efficient antiseptic and anesthetic solution. 
They have been proved decidedly beneficial after tonsillectomies and for the relief of a 
variety of irritated and infected throat conditions. 


Write for Literature and Trial Package 


HYNSON, WESTCOTT & DUNNING, Inc. 


BALTIMORE, MARYLAND 


PHENYLAZO-ALPHA-ALPHA-DIAMINO-PYRIDINE MONO-HYDROCHLORIDE (MANUFACTURED BY THE PYRIDIUM CORPORATION) 


FOR URINARY INFECTIONS 


In the treatment of diseases of the genito-urinary tract 


where urinary antisepsis is important, physicians are 
showing a marked preference for Pyridium because of 
its chemical stability, penetrating action, and antibac- 
terial properties. Literature describing the clinical use 
pyriolY 


of Pyridium will be promptly furnished on request. 


MERCK & CO. Inc. 
MANUFACTURING CHEMISTS - RAHWAY, NEW JERSEY 
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PRIMARY DISEASES OF THE RETINAL 
BLOOD VESSELS* 


By W. R. Burrincton, M.D., 
New Orleans, La. 


In selecting this subject for presentation be- 
fore this body of medical men, I have taken 
advantage of my position as Chairman of your 
Section to discuss some of the rarer diseases of 
the eye, diseases about which little is known. 

The stimulus which was instrumental in caus- 
ing me to discuss primary diseases of the retinal 
blood vessels was seeing, in a patient of one of 
my confreres, recurrent, massive retinal and 
vitreous hemorrhages in one eye and multiple 
aneurysms of the retinal arteries in the other. 
The patient, a highly intelligent man just past 
middle life, felt keenly the terrible tragedy of 
impending blindness, and had consulted the 
highest medical authority in this country in or- 
der to find if possible the cause and arrest the 
progress of the disease. Every physical exam- 
ination was negative. His vascular system was 
not sclerosed beyond his age; yet, there was a 
primary disease of the retinal blood vessels slowly 
progressing toward blindness. 

I began to search the literature and found a 
few similar cases. Nothing could be found 
from the experience of the masters of ophthal- 
mology, past or present, to give me the slightest 
data as to why a healthy, normal individual, 
slightly past middle life, should have so serious 
a disease confined to the blood vessels of one of 
the organs of the special senses. 

The term, primary diseases of the retinal blood 
vessels, is used in a relative sense. Many of 
you may not agree with my classification or in- 
terpretation, but the subject is so interesting 
that I am constrained to give you the data 
which, follows. I shall leave out of this discus- 
sion the ocular changes known to be the result 


*Chairman’s Address, Section on Ophthalmology and Otolaryngol- 
ogy, Southern Medical Association, Twenty-Sixth Annual Meeting, 
Birmingham, Alabama, November 15-18, 1932. 
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of general vascular sclerosis, albuminuria, dia- 
betes, and lues. The primary diseases of the 
retinal blood vessels, like vascular diseases in 
all parts of the body, are characterized by vari- 
ous symptoms. Among these are changes in the 
blood vessels themselves, such as spasms or ab- 
normal dilatation, or the formation of vascular 
neoplasms. The changes in the retina or other 
structures of the eye, secondary to the vascular 
diseases, are: hemorrhages, exudates, hyperpla- 
sia, degeneration, and atrophies. The subjects 
to be discussed are: 


(1) Angiospasms or spasms of the retinal arteries. 

(2) Aneurysms of the retinal blood vessels (Figs. 1 
and 2). 

(3) Eales’ disease, or recurrent retinal and vitreous 
hemorrhages of unknown cause. 

(4) Changes in the eye due to indirect injury, 
known as Purtscher’s disease or traumatic angiopathic 
retinitis (Figs. 3, 4 and 5). 

(5) Vascular changes due to direct injury to the eye 
(Figs. 6, 7 and 8). 

(6) Coats’ disease, or retinitis externa, with massive 
exudate (Figs. 9, 10, 11 and 12). 


In selecting these subjects, you will agree that 
each subtitle, if discussed in detail, is sufficient 
to occupy the time allotted to me for this talk. 
I have had drawings made to illustrate some of 
the subjects, to clarify my interpretations, and 
to lend brevity to the discussion. 

Angiospasm can affect the brain, the heart, 
or the eye. In some instances, I dare say, it 
affects two of these simultaneously. 


The first case of authentic angiospasm of the retinal 
arteries was reported by Zehendor in 1866. In this 
case the application of an ice bag to the eye precipi- 
tated the attack. Greenwood! discusses the subject. 
Wageman reports a case of retinal angiospasms, which 
finally remained permanently closed after repeated at- 
tacks. The spasms in this case must have been due 
to endarteritis obliterans. Dean? reports a case which 
he saw during an attack. A. Knapp? discusses five 
cases. All except one were in middle or past middle 
life, with vascular sclerosis. The one exception, a pa- 
tient, age 32, was seen during an attack. Arteries af- 
fected were small, pale, and thin. This patient had an 
attack of headache, nausea, and vomiting, in addition 
to the obscuration of vision from the spasm. The 
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lower half of the visual field was lost during the at- 
tack. Bruns? gives details of an interesting case; the 
fundus were examined during the attack. Both eyes 
were affected. Vision in each eye was reduced to 
counting fingers. The fundus picture was that de- 
scribed as typical of embolism of the central artery 
for which it could have been mistaken had the condi- 
tion not been bilateral. The complaint was of fai ing 
vision for two weeks. The patient, age 14, weight 70 
pounds, was anemic. He was first seen in 1908 and 
kept under observation until December, 1909. More 
than a year elapsed before normal vision returned. 
Points of interest in this case are the gradual onset and 
the slow return of vision to normal. Treatment was 
systemic. Bruns quotes Parisotti, who saw a case of 
ophthalmic migraine with associated hemianopsia of the 
lower field. The arteries of the upper retina were nar- 
rowed during the attack. 

Halbertson® reports two cases which resembled cen- 
tral retinal embo'ism with sclerosis. Vision returned in 
both cases. Bey,® quoting Redslab and Abadie, con- 
siders retinal embolism rare, but spasm of the central 
artery common. He reports one case. King, in 1931, 
reported three cases. Case 3 resembled a retrobulbar 
neuritis. A woman, age 33, had central scotoma. Her 
vision returned to normal in 24 hours; the narrowed 
retinal arteries widened. Davenport’ saw a_ patient 
during an attack. He saw all symptoms disappear as 
vision returned. He thinks angiospasm is due to a 
derangement of the neuromuscular mechanism in arterial 
plain musc!e. Toxemia may be the cause. Beach® re 
ports a case of obstruction of the central retinal artery, 
simulating embolism of this vessel. Beach bases his 
discussion on the hypothesis that the obstruction may 
be caused by an embolus, endarteritis obliterans, or an- 
giospasm. He wonders where, in a healthy individual 
free from arterial, cardiac or kidney diseases, the em- 
bolus originated; and, as Mule suggests, where does it 
go when treatment results in the relief of an obstructed 
artery. Beach and Mule both think that arterial dis- 
ease is at the bottom of these cases and that sudden 
closure may often be attributed to spasm provoked by 
it. “The hold which the nection of embolism has on 
the imagination of the profession is still unbroken.” 
Seventy-six per cent of reported cases of obstruction 
during the last six years are classified as embolism. 
Medical authorities, however, are coming more and 
more to regard obstruction as due to endarteritis or 
spasm rather than to embolism. 


Reports prove that central retinal obstruction 
is often relieved and vision restored partially or 
in full. Patients have recovered weeks after the 
onset. Therefore, a case simulating retinal em- 
bolism must not be given up as hopeless until 
every effort is made to relieve the condition. 
Attention should rot be given to the eye alone, 
but focal and systemic infections should be re- 
moved. Local treatment is: massage; amyni- 
trate inhalations; 1/10 grain acetylcholine* in- 


*Acetylcholine is a tissue extract. In ophthalmology it is 
given in 0.1 gram doses subcutaneously for closure of the central 
retinal artery. It is supposed to be a powerful stimulant of the 
parasympathetic system. It preduces a prompt, peripheral vaso- 
dilatation and a fall of blood pressure. Convincivig results were 
reported by the French authorities, M. Villaret; L. Justin-Be- 
sancon; Schiff-Wertheimer; and J. Gallois (Arch. d’Opht., March, 
1932). 
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jections. Paracentesis has been followed by a re- 
turn of vision. This procedure can and should 
be repeated several times before one gives up. 

Retinitis pigmentosa has long been regarded 
as an hereditary degeneration, which begins in 
the neuro-epithelium. Recent experiments sug- 
gest the possibility that this symptom complex 
results from a chronic angiospasm brought about 
by primary disease of the retinal and choroidal 
blood vessels. 

Aneurysm of the Retinal Blood Vessels.— 
Aneurysm of blood vessels in the human body is 
a comparatively common occurrence. Oculists 
are familiar with palsies of the extra-ocular mus- 
cles resulting from aneurysm of the blood ves- 
sels at the base of the brain. Aneurysm of the 
retinal blood vessels is a rare vascular change 
and when it is seen by an oculist no stone should 
be left unturned in the attempt to find a cause. 
As I said, I became interested in the study of 
retinal blood vessels after seeing a case of re- 
curring vitreous hemorrhages in the right eye, 
which became entirely absorbed in two years 
with a return of vision. A second massive hem- 
orrhage occurred again one year ago. In the 
left eye of this patient are seen multiple arterial 
aneurysms (Fig. 1). The patient is nearly sixty, 
of a nervous temperament. Otherwise, he is ac- 
tive and healthy. A most searching examination 
of his case has been made by the leading medi- 
cal men of this country. No cause can be found 
for his serious intra-ocular vascular disease. 


Fig. 1 
Multiple aneurysms of the retinal arteries as seen on the 
optic disc. Patient, age 60, good health. In the right 
eye of this patient recurrent hemorrhages have taken 
place over a period of years. 
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In the light of our present knowledge, some 
of the cases reported as aneurysm of the retinal 
blood vessels must be regarded as in the early 
stage of massive exudative retinitis, or Coats’ 
disease; or angiomatosis of the retinal blood ves- 
sels, known as von Hippel’s disease, or recur- 
rent retinal and vitreous hemorrhages. 


In 1883 Benson® reported a case of multiple aneurysms 
of the retinal blood vessels. A study of the colored 
illustration which I have had reproduced and enlarged 
presents the following: the blood vessels have an irreg- 
ular caliber in places. There is perivascular fibrous 
sheathing. Multiple aneurysms of both arteries and 
veins, taken with the massive exudate shown in the 
fundus picture, suggest an early stage of Coats’ disease 
with vascular changes. This case report was given us 
long before Coats’ classical paper on “Retinitis Ex- 
terna with Massive Exudate” was written. : 

Fisher!® reports a case shown in the reproduced col- 
ored drawing. A boy, age 13, was thin, poorly nour- 
ished. His father died of tuberculosis. There was no 
evidence of congenital lues. The picture presents mul- 
tiple aneurysmal dilatations of the distal branches of 
the upper temporal artery. The setting is in a white 
perivascular sheathing (Fig. 2). Fisher calls the white 
spots noted in the retina, areas of retinal degeneration. 
The changes observed by him showed them to be 
progressive. 

Pring'e!! reported a case of multiple aneurysms of 
the retinal arteries which he regarded as a congenital 
phenomenon. The vision was normal and the condi- 
tion remained stationary as long as the patient, a robust 
soldier, was under observation. I doubt seriously the 
correctness of this opinion. It can be seen that the 
affected artery has no relation to the opaque nerve 
fibers beautifully shown in the colored reproduction. 


Moore!= mentions this subject, but 
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stipation, but no recognizable disease, is present. 
It is worthy of comment to observe the number 
who suffer from epistaxis. The intra-ocular 
hemorrhages occur at intervals of several weeks, 
months or years, in one or both eyes, often al- 
ternating. Temporary blindness occurs. In 
some cases, cessation of hemorrhages has taken 
place regardless of treatment; others go on to 
blindness from glaucoma or retinal detachment. 

The earlier writers, including Eales, supposed 
that auto-intoxication was the cause. Graefe, in 
1855, gave the first data concerning recurrent 
vitreous hemorrhages. He was impressed with 
two facts: that young people were affected and 
that epistaxis was frequent. Eales’ five cases 
were in young men. Symptoms present were 
constipation, a depressed state of health, and all 
had attacks of epistaxis. Women, he thought, 
were free from the disease because they men- 
struated. A review of the literature since his 
time shows that women are not immune. Dur- 
ing the last five years I have seen one woman 
who had recurrent intra-ocular hemorrhages. 

Panas, according to Finnoff, called the disease ocular 
epistaxis. Panas states that in the young, arteries are 
affected. Noll and Kipp (Finnoff) have each reported 
a case of recurrent vitreous hemorrhages in active tu- 
berculous patients. Three of five cases reported by 
Finnoff!3 were in active tuberculous patients. The 
fourth case was, he thinks, the result of dental sepsis. 
The fifth case, he thought, resulted from gastro-intestinal 
disturbance. 


gives no illuminating data. In my own 
opinion, aneurysmal and similar changes 
in the retinal blood vesse's represent a 
certain stage in the primary diseases of 
this vascular system. The etiology in 
most instances is unknown. Recurring 
retinal and vitreous hemorrhages, Coats’ 
disease, or von Hippel’s disease repre- 
sent the final stage. 


RECURRENT RETINAL AND VITREOUS 
HEMORRHAGES 


The etiology of recurring hem- 
orrhages into the retina and vitre- 
ous in a large percentage of cases 
remains a mystery. The group of 
symptoms became known as Eales’ 
disease after Eales’ classical de- 
scription reporting five cases in 


1880. The disease generally oc- 
curs in young people between the 
ages of 20 and 30 years. Males 
are more often affected than fe- 
males. In a large number of re- 
ported cases, low vitality and con- 


setting. 


Multiple aneurysms of the retinal arteries and veins. 

tation of the distal branches of the upper temporal artery. 
The observer noted progressive changes. 
and poorly nourished; 


knowledge this could be tuberculosis of the retinal blood vessels.) 
Oph. Soc. United Kingdom, v. 23, 1903. 


Fig. 2 
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In summarizing, he concludes: 


(1) Recurrent intra-ocular hemorrhage is not a spe- 
cific disease. 


(2) Tuberculosis of the retinal veins is a common 
cause. 


(3) Focal infection is a probable cause. 


(4) Blood dyscrasia does not accompany the condi- 
tion. 


(5) Peripheral retinal veins are mostly affected. 


(6) The condition occurs in males more often than 
in females. The prognosis is poor. 


(7) After tabulating 110 cases, he concludes that 34 
were tuberculous; in 51, causes were undetermined. 

Jackson'4 reviews this important subject or symp- 
tom complex. He thinks that blood dyscrasia and endo- 
crine dysfunction are worthy at least of consideration. 
If the hemorrhages are the result of a localized patho- 
logical weakening of the blood vessels, is not a basic 
local vascular disease closely related to what one sees 
in cases due to tuberculosis? Eales’ symptoms, pa- 
tients, 14 to 20; slow pulse; much troubled with dys- 
pepsia; low spirits; lassitude; all should be kept in 
mind. Finally, Jackson suggests: “It may well be 
that tuberculosis, per se, is not, but some condition 
arising in tuberculous patients is, the essential cause of 
recurring hemorrhage into the vitreous.” 


Karl Safar!5 regards the disease as a primary peri- 
phlebitis, beginning in the smaller veins. Histologically, 
it resembles tuberculous phlebitis. Others hold similar 
views. Treatment has been almost as varied as the 
cases reported. Suffice to say, the disease or symptom 
complex affects young people mostly. It is characterized 
by primary changes in the retinal blood vessels leading 
to recurrent hemorrhages. Blindness is often the clos- 
ing scene and at the present time its etiology is one of 
the unsolved problems of ophthalmology. Its incidence 
is frequent enough to stimulate each of us to a most 


painstaking and thorough study of any given case 
which may be seen in our daily work. 


TRAUMATIC ANGIOPATHY OR LYMPHORRHEA OF 
THE RETINA 


You members of this Section are familiar with 
the common non-perforating ocular changes due 
to injury such as irido-dialysis, traumatic my- 
driasis, subluxation of lens, intra-ocular hemor- 
rhage, rupture of the choroid, and Berlin’s opac- 
ity and hole at the macula. It is my purpose, 
therefore, to step aside, discuss and _ illustrate 
some of the unusual changes from both direct 
and indirect injuries which affect principally the 
vascular system of the eye. 

Traumatic Angiopathic Retinitis——This pecu- 
liar and distinct disease was first recognized by 
Purtscher'® in 1910. He noted the fact that the 
lesion resulted from severe concussions, causing 
a sudden and transient or temporary rise in the 
intracranial pressure. He named it traumatic 
angiopathic retinitis. Since that time it has 
been called Purtscher’s disease. 

In Purtscher’s first case, the patient fell on his head 
and was unconscious for six days. The discs were 
slightly pale, with distinct margins. In the retinae of 
both eyes along the course of the larger vessels there 
were numerous bright shining plaques. The spots in 
places were astride the retinal vessels. Location there- 
fore was in the inner retina; between the shining spots 
were hemorrhagic stria. The vessels were dilated. The 
second case followed a fall. Nineteen days after the 
injury white silvery plaques were noted extending from 
disc to macula and into the fundus periphery. The 
changes were along the veins. Gonin!? 
and Best18 report similar cases due to 


indirect injury. The lesions were situ- 
ated between the discs and the maculae, 
along the retinal veins. 

Bickerton!9 first accurately  de- 
scribed a case of what we now call 
Purtscher’s disease. He made a col- 
ored illustration which I have had en- 
larged and copied (Fig. 3). Notice 
the white lesion extending from disc 
to macula. It is apparent to the eye 
that changes in calibre and color have 
taken place in the veins and arteries of 
the affected area. The picture was 
made one week after the injury. Bick- 
erton called attention to the importance 
of differentiating this lesion from that 
fleeting macular change known as Ber- 
lin’s opacity. Chou2° illustrates a re- 
ported case by two drawings, the first 
a week after the injury, the second five 
weeks later (Figs. 4 and 5). Observe 


Fig. 3 


the similarity of lesions in this case and 
the one of Bickerton. The affected 


Angiopathia retinae traumatica or lymphorrhagia retinae traumatica (Purtscher’s dis- part of the retina is an upper zone 
ease). The zone affected, upper papillo-macular, a white opaque area spotted along the superior temporal vessels. 
with pigment. The retinal blood vessels are normal, except those in the af- Th 1 f the affected area changed 
fected area. Upper temporal vein dilated. Pigment migration in the form of € COIOF oO eZ ecte ss 
brown lines along the upper temporal artery and vein. Drawing made six days from a milky white to a greyish yellow, 


aiter injury. Bickerton: Tr. Oph. Soc. United Kingdom, 24:258, 1904. 


as noted in the two drawings. The 


An 
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Fig. 4 

Angiopathia retinae traumatica or lymphorrhagia retinae 
traumatica (Purtscher’s disease). White opaque area, 
upper papillo-macular zone. Dilated vein in the affected 
area; opacity, milky-white. A net-work of pigment is 
seen in the deeper layers of the retina. Note change 
in the pigment seen in the second drawing three weeks 
later. Chou: Brit. Jour. Oph., v. 12, 1928. 


second picture shows the pigment changes in the form 
of migration along the retinal vessels probably in the 
perivascular lymph spaces. In this case the choroidal 
circulation was unaffected. Notice how free the optic 
disc is of change. Rados?! illustrates a reported case 
which he terms Purtscher’s disease. This followed a 
compression injury to the chest. This case, as illus- 
trated, shows extensive vascular changes. A nasal peri- 
papillary hemorrhage is present. Especially noticed are 
numerous fluffy silvery discreet areas of edema situated, 
as will be observed, along the veins and on them. In 
all probability they are extravasations of lymph from 
the perivascular spaces of the venous retinal system. 
These cases and the reports of many similar 
ones leave no doubt that Purtscher’s syndrome 
is a definite pathological entity. The causative 
mechanism is the most elusive problem yet to 
be solved. There is a history in reported cases 
of severe injury to the head, back, chest, or 
abdomen. The deduction is that following the 
compression injury, a sudden rise of intracranial 
pressure takes place. It must be assumed that 
the increased pressure is transient because 
choked disc is not a constant nor frequent fac- 
tor. I shall attempt to answer the hypothetical 
question which naturally arises in your minds: 
what is the relationship between primary dis- 
ease of the retinal blood vessels and the exten- 
sive changes seen in the drawings shown or de- 
scribed in the reported cases? Leber has proven 
that a direct communication between the ven- 
tricles of the brain and the intervaginal space 


* around the optic nerve. 
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of the optic nerve exists. The communication 
ends in a blind pouch, so far as is now known, 
at the entrance of the nerve into the eye. On 
the other hand, definite lymph channels exist 
in the eye. I mention two: the first is the su- 
prachoroidal space between the sclera and the 
choroid; the second which attracts our attention 
in this relation is in the perivascular lymph 
spaces which surround the retinal veins. These 
veins therefore become a vital part of the intra- 
ocular lymph circulation. Although not yet a 
proven fact, it is logical to conclude that peri- 
vascular lymph channels of the retinal veins have 
a direct communication along the perivascular 
spaces of the central veins with the lymph spaces 
It must be assumed 
that a delicate wall surrounds the perivascular 
lymph channels within the eye. A sudden rise in 
intracranial pressure results in a backward pres- 
sure along the lymph channels leading into the 
optic nerve; thence, an increased pressure along 
the perilymph spaces of the retinal veins. The 
walls of these delicate spaces rupture and extra- 
vasation of lymph into the retina takes place. 
A negative intravenous pressure results from the 
rupture of the perivascular lymph channels. 
This negative pressure can account for the hem- 
orrhages and vascular changes in the veins. 
Purtscher himself concludes that the white fluid 
comes from the lymph channels and the hemor- 


Fig. 5 
Angiopathia retinae traumatica (Chou’s case). Drawing 
same as in Fig. 2, made five weeks after injury. The 
color of the opaque area has changed from milky-white 
to greyish-yellow. Pigment in this drawing is seen 
along the blood vessels, having migrated during the 
three weeks which elapsed from the deeper into the 
superficial layers. Chou: Brit. Jour. Oph., v. 12, 1928. 
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a whole produces intra-ocular fluid, and not the 
ciliary body, which structure alone is the source 
of the intra-ocular field, according to the able 
and logical contentions of Leber and _ Pristly 
Smith. The following cases of my own are il- 
lustrative of the changes mentioned in Jackson’s 
case: 


Case 1—A white man, age 20, was struck on the 
left eye at the age of 4, and knocked unconscious. The 
tissues were swollen for some time and there was 
marked edema of the lids. Certain retinal changes are 
noted. Optic atrophy and almost complete obliteration 
of the retinal vessels are seen in the picture (Fig. 7). 


Case 2.—A colored girl, age 20, was struck on the 
left eye three months before this drawing was made. 
Immediately following the accident, her vision was 
much reduced. Retinal hemorrhages and edema were 


Fig. 6 
Vascular changes due to direct injury to the eye. Total oblitera- 
tion of the retinal blood vessels, except one. Entire absence 
of the pigment epithelium. Chorio-capillaris and obliteration 
of the central choroidal vessels by the process of sclerosis. 
Nutrition of the eyeball good. Jackson: Tr. Amer. Oph. Soc., 
v. 16, 1918. 


rhages from the blood vessels, hence the name, 
traumatic angiopathic retinitis. 

The preceding remarks have been on unusual 
vascular and perivascular ocular conditions fol- 
lowing indirect injury. Now, I shall follow 
with a discussion of unusual vascular changes 
which have resulted from direct injury to the 
eye. 

Edward Jackson reports several 


present and the vascular changes noted in the picture 
were not present until about three months had elapsed. 
In looking at this picture one is rather inclined to 
think the vascular change a perivascular fibrosis, and 
not a complete obliteration of the vessels, such as was 
present in the other two cases. Noted also is the 
star shaped area of proliferating retinitis at the macula 
(Fig. 8). 

In each of my cases the uninjured eyes were 
normal; the injured eyes had normal tension 
and clear media. No disease of any kind could 
be found to account for the condition. The 
negro girl had a negative spinal fluid. The ob- 
literation of the vessels in my Case 1 and in 
that of Jackson’s case must have resulted from 
extensive thrombosis of the vessels involved. 
My Case 2 cannot be thus explained. 


cases based on the following facts. 
A history of severe injury to the 
eye was followed by blindness. The 
nutrition of the eyeball remained 
good in spite of the injury. In the 
following case from Jackson’s series 
the extensive vascular changes are 
the point of interest. 


There was complete destruction of the - 
retinal vessels save one going upward; 
entire absence of the pigment epithelium, 
chorio-capillaries, and obliteration also 
of the central choroidal vessels by the 
process of sclerosis (Fig. 6). Jackson 
states that the circulation was apparently 
normal in the anterior segment of the 
eye supplied by the long posterior ciliary 
and the anterior ciliary blood vessels. 
Optic atrophy was present. 


The unusual preservation of the 


nutrition of the eye in spite of ex- 
tensive vascular changes seems to 
me to upset Magitot and Duke El- 


der’s theory that the uveal tract as fington. 


Fig. 7 


Vascular changes due to direct injury to the eye. Obliteration of all the blood 
vessels resulting from direct blow at age of four years. Although patient is 
blind, tension is normal; media are clear. Patient, age 20. Case 1, Buf- 
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EXTERNAL EXUDATIVE RETINITIS OR COATS’ 
DISEASE 


The discussion of the subject would not be 
complete without reference to that peculiar in- 
tra-ocular disease known as external exudative 


Fig. 8 
Vascular changes due to direct injury to the eye. Central 
retinitis proliferans; extensive perivascular fibrosis 
(sheathing) of the retinal blood vessels; apparently the 
veins. These changes developed during three months 
following the accident. Patient, female, colored; good 
health; no evidence of vascular disease; Wassermann 
negative; spinal fluid, negative. Case 2, Buffington. 


Fig. 9 

Central massive external retinitis (Coats), without gross 
vascular changes: (1) slightly dilated veins passing over 
the exudate; (2) massive exudate; (3) dots of choles- 
terin crystals fringe the exudate; (4) edematous striae in 
surrounding retina. Patient, age 14, healthy, robust 
male. No cause found. Bywater: Tr. Oph. Soc. United 
Kingdom, v. 47, 1927. 
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retinitis, or Coats’ disease. It was in 1908 that 
Coats gave the world his splendid classic. The 
veil of mystery hides the cause now as when 
Coats made his vain but searching effort to 
find the hidden secret. Coats classified the 
cases into three distinct groups, as follows: 

(1) Exudate without gross vascular changes (Fig. 9). 

(2) Exudate with gross vascular changes (Fig. 10). 

(3) Exudate with arteriovenous communication. 


The disease usually shows massive exudate 
beneath the retinal blood vessels. The situation 
is in the outer layers of the retina, or the exu- 
date may have broken through the outer limiting 
membrane to occupy the space between the 
retina and the choroid. Although it is between 
the two membranes, pathological studies show 
that the choroid is not primarily affected. 


Coats believed that the massive exudate results from 
organization and degeneration of hemorrhages which 
ooze, so to speak, from the outer reticular layers into 
the subretina! space. Zentmayer,?% in discussing his 
cases, states that the massive exudate results from ex- 
tensive interretinal and subretinal hemorrhages. Col- 
lins,24 in discussing formative fibrous tissue reaction 
in the eye, states that in this disease the hemorrhage 
first breaks up into debris, fibrin and cholesterin crys- 
tals, then follows a slow fibrous tissue organization. 
Verhoff, in discussing a case reported by De Schweinitz, 
says that after the histological study of a similar eye, 
he found occlusion of the central vessels by endovascu- 
litis and degeneration of the retinal vessels. He con- 
siders the exudate a process of hyaline degeneration 
which follows tissue proliferation. To his mind, senile 
vascular sclerosis does not produce such tissue changes. 


Fig. 10 

Retinitis externa with massive exudate (Coats’ disease) show- 
ing extensive exudate with all types of vascular changes, viz: 
fusiform, aneurysmal, and irregular dilatation. Condition is 
progressive. The eye was enucleated and the _ histological 
study made by Coats; one of the early cases reported by 
him. Complete pathological report has been made by Coats 
on this case. Patient, age 26, robust and healthy. Morton: 
Tr. Oph. Soc. United Kingdom, v. 28, 1908. 
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Friedenwald,?5 in the report of a series of cases, gives 
the pathological findings in one case as follows: al- 
though a massive exudate lay in front of it, the choroid 
showed but little pathological change. Retinal blood 
vessels were in a state of advanced degeneration. No 
retinal hemorrhages were to be seen. After a careful 
study it was not fully determined whether the mass 
as seen in the picture was neoplastic (angioma) or not. 
In the opinion of the pathologist it was an organizing 
inflammatory exudate. 

Jervey,?6 in reporting five cases, ages from 15 to 55, 
discusses a type of exudative retinitis. The massive 
exudate may be within or without the retinal layer. 
Hemorrhages are not present. He uses the term “hy- 
perplastic exudative retinitis, non-hemorrhagic.” In his 
opinion this massive pathological tissue formation is 
a distinct entity which must be differentiated from 
lues, tuberculosis and traumatism, but which may pro- 
duce retinal lesions resembling closely those caused by 
any one of the three diseases mentioned. 


The characteristics of the disease as seen with 
the ophthalmoscope vary. There are usually 
some vitreous opacities which may be glistening 
particles (cholesterin crystals); massive exu- 
dates beneath the blood vessels; and _ visible 
hemorrhages may or may not be present. The 
vascular changes may be mild, limited to the 
loss of reflexes, dilatations, and constructions; 
or they may be fusiform or globular expansions, 
loops and glomeruli, and even new formed blood 
vessels. Finally, detachment of the retina oc- 
curs. The disease may remain quiescent for a 
long period of time, or rapid progression may 
occur, requiring excision of the eye because of 
pain. 

Coats, Leber, and those who follow, agree 
that it is a distinct entity due to a primary dis- 
ease of the retinal vascular system. Most ob- 
servers agree that the exudate results from local 
hemorrhages. The etiology is unknown, but 
may be different in each case. The disease is 
often seen in very young children. In these, 
hemorrhages from birth injuries may play a 
part. In other children, whooping cough might 
be considered. Again, congenital alterations 
must be thought of. Tuberculosis and lues have 
been eliminated in practically all reported cases. 

In older cases, Coats thinks alteration in the 
composition of the blood must not be ignored. 
After due consideration, H. Friedenwald con- 
cludes that the theory of local vascular disease 
is the most satisfactory. The report of three 
cases of Coats’ disease follows. In two of these 
colored drawings of the fundus of the affected 
eyes are shown. 


Case 1—A boy, age 8, was healthy and well-devel- 
oped. His family history was unimportant. Physical 
examinations were negative. The tonsils were removed. 
The Wassermann and other blood studies were nega- 
tive. There was no evidence of tuberculosis. 


June 1933 


Ocular History —It was discovered at school that the 
child had poor vision in the right eye. He was first 
seen by me in June, 1924. Externally, the eyes ap. 
peared normal. There was binocular fixation. Vision 
in the right eye was 6/200; in the left, 20/20. Both 
pupils reacted equally. In the right eye were many 
shining vitreous opacities (cholesterin) ; the disc margins 
were indistinct. In the lower half of the fundus ex- 
tending from the disc to the periphery was seen a grey- 
white opaque area beneath the retinal vessels. In some 
places the surface was white; in others it was mottled, 
The larger blood vessels were normal in size, but pale 
in color. The blood vessels stood out clear-cut and 
distinct on the solid grey-white and mottled back- 
ground. The blood vessels in the periphery of the 
affected area were dilated with irregular caliber. Some 
hemorrhages were seen in the lower temporal periphery. 
The area was elevated three diopters (from notes 
made June 20, 1924). The left eye was perfectly nor- 
mal. 

February 20, 1926.—There has been very little change 
since the patient was first seen. The left eye remains 
normal. 

December 28, 1926.—In the right eye, there is detach- 
ment of the whole lower half of the retina. The new- 
formed blood vessels are quite numerous. In addition 
to other vascular changes, the massive exudate now 
involves a considerable part of the upper retina. Ten- 
sion is normal; his health, splendid. The right eye has 
no vision; vision in the left eye is 20/15. 

December 27, 1927.—In the right eye light percep- 
tion remains. The intra-ocular changes involve the 
whole retina. In the left eye vision is 20/15. The pa- 
tient’s general health is good. 

February 1, 1928.—In the right eye the fundus is no 
longer visible because of the opaque lens. Tension is 
normal. A distinctive feature of the condition is that 


Fig. 11 
Hyperplastic exudative retinitis, non-hemorrhagic (Jervey). 
Extensive greyish-white exudate in the temporal half of 
the retina, showing only slight vascular changes. The 
exudate is clearly located beneath the retinal blood ves- 
sels. Patient, male, age 64; bilateral; healthy; no evi- 
dence of disease of the vascular system. Case 2, Buf- 
fington, 1932. 
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+ Fig. 12 

Retinitis externa with massive exudate (Coats’ disease). 
Central, oval-shaped, grey-brown area slightly elevated 
above the surrounding retina; a brilliant fringe along 
upper border (cholesterin crystals); rather extensive vas- 
cular changes confined to the diseased area. Patient, 
male, age 22; healthy. Case 3, Buffington, 1932. 


there has never been any pain or discomfort. The 
vision of the left eye remains normal, 20/15. 

The boy is now a healthy and robust youth of i7 
years. The right eye gives no discomfort, although it 
is totally blind. 


Case 2—-A man, age 64, was seen at Charity Hospi- 
tal with poor vision in both eyes. He had external, 
non-hemorrhagic retinitis with massive exudate. The 
colored illustration shows the changes in one eye. 
There are minor vascular changes, but extensive exu- 
dates in the temporal half of the retina, clear'y beneath 
the retinal vessels. No hemorrhages are present. The 
patient was robust. There is no evidence of any dis- 
ease of the vascular system. Both physical examina- 
tions and laboratory findings were normal. This case 
resembles closely those described by Jervey and termed 
by him “hyperplastic exudative retinitis, non-hemorrha- 
gic” (Fig. 11). 


Case 3—In a man, age 22, vision in the right eye 
was failing. Left vision was poor, resulting from a 
birth injury. He was first seen in November, 1931. 
Vision in his right eye, corrected, was 20/100; left eye, 
corrected, 7/100. Vision of the right eye had been 
normal up to four or five years previously, with cor- 
recting lenses. In the right eye the iris was blue; in 
the left eye, the iris was dirty brown in color. Atrophy 
of the iris tissue was manifest. The pupils were dilated; 
the media were clear except for a few vitreous opaci- 
ties. In the macula of the right eye is seen a blue, 
grey-white, oval-shaped, opaque area, slightly elevated 
above the surrounding retina. The margins are quite 
distinct. A cholesterin crystal border is above. The 
blood vessels run over the opaque area and end in the 
spot. The retinal vessels are dilated irregularly, and 
in places new-formed blood vessels are seen (Fig. 12). 
At first I was inclined to think the mass belonged to the 
grey colored retinal angiomas, but recent examination 
shows the area to be changing in size and growing 
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smaller. I have classed this case as a central exudative 
retinitis with massive exudate, with vascular changes. 
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DISCUSSION (Abstract) 


Dr. S. Weizenblatt, Asheville, N. C—The histological 
findings of Axenfeld, Meller and Gilbert in cases of 
recurrent hemorrhages in the vitreous brought forth 
pictures of typical tuberculous infiltrations of the reti- 
nal veins starting in the lymph-sheath, progressing to- 
wards the vein, and in the later stages perforating it. 
These infiltrations consist of lymphocytes; in the larger 
infiltrations, epithelioid cells and even giant cells with 
necrotic centers were found. These findings make 
tuberculosis an important etiological factor in recurrent 
hemorrhages of the vitreous. In some cases of retinitis 
hemorrhagica simulating the picture of a thrombosis of 
the central vein, Gilbert found a tuberculous infiltra- 
tion around the central vein with resulting thrombosis. 


XANTHOMATOSIS: WITH REPORT OF 
CASE* 


By M. Toutmin Gaines, M.D., 
Mobile, Ala. 


Xanthomatosis is generally classed as a rare 
disease, due in part to the failure of the profes- 
sion, until recently, to recognize it. 

It is rather surprising to find that a condition 
of its reputed rarity should have a voluminous 
literature, but this can be explained by noting 
that the literature embraces six entities which 
have comparatively recently been synthesized as 
various expressions of one condition and that 
only one of these is known as “essential xantho- 
matosis.”’ 

In a discussion of Dr. Sosman’s! paper before 
the American Medical Association in 1931, Dr. 
Miliken mentioned that Broder lists 20 diag- 
noses ranging from giant cell sarcoma to mye- 


*Read in Section on Dermatology and Syphilology, Southern 
Medical Association, Twenty-Sixth Annual Meeting, Birmingham, 
Alabama, November 15-18, 1932. 
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loma, which were in his opinion xanthomatosis. 
In the case which I shall here report the num- 
ber of diagnoses was commensurate with the 
number of physicians, mostly dermatologists, 
who saw the case in its earlier development. 


I am inclined to believe, therefore, that many 
of us limit our acquaintance with xanthoma to 
xanthoma planum, tuberosum, diabeticorum and 
xanthelasma, and are not sufficiently conversant 
with the problems of xanthomatosis and its di- 
verse manifestations. Dr. Weidman,” in 1927, 
in his “Studies in Hypercholesterolemia,” said 
that “there is a large store of information con- 
cerning not only xanthoma, but xanthosis in gen- 
eral, which is more or less denied to the derma- 
tologists because it is so widely scattered in lit- 
erature.” The xanthoma familiar to the derma- 
tologist dates from Rayer’s plaques jaunatres 
des paupieres in 1836, succeeded by the vitili- 
goidea of Addison and Gull, 1852, the xanthe- 
lasma of Erasmus Wilson, 1863, and finally 
known as xanthoma in 1869. 


Pollitzer and Wile, in 1912, held that xan- 
thoma palpebrarum did not belong to the general 
xanthomatosis group, but Dr. Bruno Bloch and 
others have recently stated it to be a manifesta- 
tion of the same condition. Dr. Weidman, in 
1927, included it when he characterized them as 
“various expressions of the process which have 
additional features that make them clinical en- 
tities.” 

The six entities enumerated by Sosman are 
Gaucher’s disease, Niemann-Pick’s disease, 
Schuller-Christian’s disease, Tay-Sachs’ disease, 
the xanthomas of jaundice, diabetes, and preg- 
nancy, and essential xanthomatosis. 

“Gaucher’s disease involves chiefly the spleen, occurs 
at any age, but most frequently in female children, is 
familial and fairly benign. Niemann-Pick’s disease 
shows marked enlargement of liver and spleen, is racial, 
occurs a'most exclusively in infants of the Jewish race, 
and is rapidly fatal. 

“Schuller-Christian’s disease occurs chiefly in chil- 
dren, characterized by involvement of bones of the 
skull, occasionally other bones, with frequent associa- 
tion of diabetis insipidus, exophthalmos, gingivitis, jaun- 
dice and abnormalities of growth, is fatal in a third of 
cases. 

“The Tay-Sachs type is known as amaurotic familial 
idiocy. 

“The other two types, namely, the xanthomas of 
jaundice, diabetes and pregnancy and the essential xan- 
thomatosis are characterized by cutaneous or mesen- 
chymal deposits of lipoids, frequently in tendons or 
tendon sheaths, with or without diabetes, jaundice or 
pregnancy, are not racial or familial and are quite be- 
nign. 

As the word xanthoma simply means a yellow 
tumor the term xanthomatosis gives no sugges- 
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tion of the common factor in these varied condi- 
tions. The word lipoidosis is not only expres- 
sive of the etiology, but is inclusive enough to 
cover the chaotic theories concerning the meta- 
bolic disturbance and the histopathology 
volved. 


Before we take up a brief review of this con- 
dition let us refresh our memory with a few facts 
in organic chemistry.* 

The lipids comprise (a) the true fats, (b) the 
lipoids that are chemically similar to fats, and 
(c) the sterols which are physically but not 
chemically similar to fats. 


An ester is an organic salt. Fats are esters 
of fatty acids and alcohol. Glycerol is a tria- 
tomic alcohol and combined with tripalmitic, 
tristearic, or trioleic acid forms the storage or 
depot fat of the body.! , 


The lipoids include (1) the phosphatids or 
phospholipids which are fatty acids with a nitro- 
genous radicle and a phosphorus radicle.  Leci- 
thin belongs to this group and is found in grow- 
ing tissue and in nervous tissue. (2) The cere- 
brosides which are fatty acids with no phos- 
phorus, but a glucide group, and are therefore 
also called glycolipids. 


Included with the lipoids because of their 
physical resemblance in spite of their chemical 
differences are the sterols which, as their name 
implies, are alcohols solid at ordinary tempera- 
tures. 

Phytosterol occurs in plant life; cholesterol 
in animal life, and it is of exogenous and endo- 
genous origin. Concerning its endogenous ori- 
gin, there are many conflicting theories involv- 
ing, respectively, action of the liver, pancreas, 
spleen, and so on. It is universally present in 
all cells of the body. The cholesterol content 
of the blood is increased by a diet rich in lipoids, 
by pregnancy, and by certain diseases: diabetes, 
arteriosclerosis, and nephritis. The normal cho- 
lesterol value is 130 to 170 mg. per 100 c. c. 
of blood. Cholesterol is a monatomic second- 
ary alcohol and may combine with a fatty acid 
to form an ester, that is, a lipoid. 

Most fat solvents such as choloroform, or ether, 
will also dissolve cholesterol. Acetone will dis- 
solve cholesterol, but not fats. 

Cholesterol is insoluble in water, acids and al- 
kalies, but is soluble in the bile salts, in fluid 
fat, and slightly soluble in soap solutions. It is 
not saponifiable. It checks the action of lipo- 
lytic enzymes. The cholesterol content of the 
blood runs parallel with its fatty acid content 
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and is therefore an index of the extent of lipemia 


in diabetes. 


The above salient points are sufficient for an 
understanding of the theories concerning xantho- 
matosis. 

Sosman sums up the condition by saying that 
the common etiologic factor is a disturbance of 
lipoid metabolism or of lipoid excretion result- 
ing in storage of various forms of lipoid in the 
organs and tissues of the patient. The storage 
is either widespread and diffuse or localized in 
granulomatous deposits. 

While the limits of this paper preclude any- 
thing more than a superficial survey, I shall be- 
gin not with the proof of the presence of choles- 
terol in 1908 by Pinkus and Pick, but with the 
contribution of Harrison and Whitfield? in 1923, 
because, although their theory is modified by 
modern findings, it serves as a basis of com- 
parison and also presents pathological findings 
whose accordance with present day theories are 
of significance. Their conclusions were that 
xanthomatosis is probably a process of infiltra- 
tion dependent primarily on hypercholesterole- 
mia, and secondly upon the duration of the blood 
condition, local trauma and local vascular sup- 
ply; that it was a process of cell senescence and 
death, arrested before chemical change is com- 
plete enough for absorption. Arrest leads to de- 
posit of cholesterin esters. Slight irritation or 
inflammation causes aggregation of cells and this 
results in increased deposit of cholesterin esters. 
They believed that the hypercholesteremia is a 
part of a disturbance of fat metabolism result- 
ing probably from pancreatic disease. 

In 1928, Rowland’ said that xanthomatosis 
represents the body’s attempt to rid the body 

fluids of lipoid which cannot be properly ex- 
creted and which acts as an irritant; and it is 
characterized by two processes: lipoid storage 
and connective tissue cell proliferation. He com- 
pared the cholesterol deposits to the tophi or 
gout, saying that xanthoma is to hypercholes- 
teremia as tophi to gout. He said that lipoid 
gout was a diet disease and not a rare condi- 
tion. His statement that hyperlipoidemia, espe- 
cially hypercholesteremia, is now generally re- 
garded as the most common fundamental cause 
of xanthoma, has since been modified by Ep- 
stein and Lorenz, quoted by Sosman as follows: 

In Gaucher’s disease the lipoids were found to be 
cerebrosides (glycolipids). 

In Niemann-Pick’s disease they were the phosphatids 
(phospholipids). 

In Schuller-Christian’s disease (especially investigated 
by Rowland) the predominant lipids were cholesterol 
and its esters. 
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In the xanthomas and in essential xanthomatosis there 
is found a complex group of lipoids of variable per- 
centage usually in part at least of cholesterol and its 
esters. It has therefore been called a mixed steatosis. 


The following points are made by Rowland: 


Cholesterolemia may be considerable and not cause 
xanthomatosis. In a case of xanthomatosis where the 
two brothers of the patient had 175 mg. and 272 mg. 
per 100 c. c. of blood cholesterol content was 397 mg. 
per 100 c. c. of blood without any symptoms of xantho- 
matosis. There is no parallelism between cholesterol 
content of the blood and xanthomatosis. Increase of 
cholesterol is shown in the chemical content of lesions. 
Hypercholesterolemia, however transient, provokes lipoid 
storage. Cholesterolemia may result in gallstones or in 
atheroma or in xanthoma. The local lesions of xantho- 
matosis are the result of trauma and friction. 

He describes the histopathology as follows: the xan- 
thoma cell is a cell of reticulo-endothelial origin infil- 
trated with lipoids. Xanthoma lesions are hyperplastic 
reactions of the reticulo-endothelial system resulting 
from infiltration of lipoids in excess in the body fluids. 
A localization of the process produces hyperplastic nodu- 
lar lesions. These lipoids, acting as foreign bodies, 
cause irritation of the intima, break through the capil- 
lary walls, are taken up by the reticulo-endothelial 
phagocytes and conveyed to the point of deposit which 
is determined by trauma or inflammation, or also, as 
pointed out by Wile, to areas subjected to tension. 


I will add here a few lines from text-books on 
this subject: 


“At the present time there is considerable evidence to 
suggest that cholesterol metabolism is regulated by the 
activity of the reticulo-endothelial system rather than 
by that of any one organ. There are two hypotheses: 
one that the reticulo-endothelial cel!s control the nor- 
mal disposition of lipoids, removing cholesterol from 
the blood when it is in excess and returning it to the 
blood when the concentration is low. The other is that 
the reticulo-endothelial system synthesizes cholesterol 
and that variations in the concentration of this substance 
in the blood are due to its variable synthesis by the 
reticulo-endothelial system. The first hypothesis is 
more in accord with Rowland’s theories. 

“The so-called foam cell is due to dissolving out of 
the lipoid infiltrate during laboratory work, and those 
with spindle cells and connective tissue, together with 
increased vascularity, make up the early forms of 
xanthoma nodules. Later the vascular supply is limited ; 
there are no lipoid containing cells, only fibrous tissue 
and cellular reaction.” 

The point has been made that if the nodules 
were the result of local lipoid deposit the lipid 
substance would be centrally located, whereas 
if the nodule is the result of cell carriage from 
the vessel walls we should find lipoid containing 
cells about the vessels and outside of the nodules. 

Although Harrison and Whitfield advance the 
theory of local deposit through cell senescence 
and death with the liberation of cholesterol, it is 
of interest to notice how their excellent histo- 
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ries. Their report in part says: 


“The tissues around the nodules show vessels with 
accumulation of clasping cells and some proliferation of 
endothelium. Many cells far away from the xanthoma- 
tous lesions show the sudanophilous droplets in the endo- 
thelium and the clasping cells.” 

In 1927, Dr. Weidman® said: “Some factor in addi- 
tion to the mere presence of hypercholesteremia and 
young connective tissue cells is necessary to the devel- 
opment of xanthoma tuberosum.” 

In 1929, Dr. Udo Wile? recorded these conclusions: 
that since a chemical analysis of xanthomatous lesions 
shows an excess of fatty substances other than choles- 
terol which occurs as 16 per cent of the lipids present, 
and since xanthomatous lesions frequently occur in the 
absence of high cholesterol values in the blood, the 
lesions of xanthoma do not appear to be due primarily 
to cholesterol. This substance appears in such 'esions 
in a normal value with increasing amounts of other 
lipids. The high cholesterol content of the blood in 
the lipemia of diabetes is an associated factor of the 
disordered fat metabolism and not the primary cause 
of the xanthomatous lesion. 


In commenting on this Dr. Weidman agreed 
with the conclusions and said that in xantho- 
matous lesions there should now be demonstrated 
lipoid tophi rather than cholesterol tophi. 


In 1931, Bruno Bloch* came to a similar con- 
clusion concerning the cholesterol content of the 
blood ard its relation to xanthoma deposits. He 
says that a determination of the cholesterol con- 
tent of the blood is without value, but that the 
amount relative to other lipids is important if 
made by reliable tests. 

In a series of cases of xanthomatosis he found 
the cholesterol content normal in 19.85 per cent, 
reduced in 8.82 per cent, and increased in 71.33 
per cent. 


Analysis of what he calls the lipid system in 
normal blood showed: 


Cholesterol, 110 to 150 mg. per 100 c. c. of blood. 
Phosphatids, 200 to 250 mg. per 100 c. c. of blood. 
Neutral fats, 400 mg. per 100 c. c. of blood. 

Most important of all, he holds that the total 
cholesterol of the blood consists of about 70 
per cent of cholesterol esters and about 30 per 
cent of free cholesterol, and that an alteration of 
this normal ratio results in a disturbance of the 
equilibrium of the lipid emulsion. 

He suggests that alteration of the normal pro- 
portion between the individual lipid constituents 
and between the albumin of the serum will re- 
sult, according to the laws of the colloid theory, 
in a disturbance of the stable aqueous lipid emul- 
sion which represents the serum; the particles 
becoming larger and coarser and the emulsion 
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separated, resulting in a precipitation of xan- 
thoma formation. 


He, therefore, considers xanthoma a result of 
the derangement of the ratio of the lipid contents 
of the blood and tissue, which does not occur 


when there is a proportional increase or decrease 
of the lipids. 


There are many pathways leading from the 
subject of xanthoma, some of which have been 
barely entered, some we have been forced to 
pass by and all of which lead into almost inex- 
tricable mazes of investigation and speculation. 
The various theories of the origin of cholesterol, 
from the liver, the pancreas, the spleen, the re- 
ticulo-endothelium; the function of cholesterol: 
the laws governing surface tension and adsorp- 
tion; the digestion of fat, its absorption by be- 
ing split up in the intestine and resynthesized in 
the epithelium of its villi; the short cut to the 
blood stream by which the fat-laden blood 
evades the liver; whether the so-called choles- 
terophilia of the tissues is actual or fanciful; the 
relation of hypercholesterolemia to atheroma, 
nephritis, jaundice and especially diabetes; its 
relation to pituitary dysfunction: all of these 
are more or less tangled trails which need to be 
converted into plain paths before we can claim 
a complete understanding of xanthomatosis. 


In the case that I wish to report I feel there 
is now no question as to the correctness of the 
diagnosis, and that it presents several unique 
features. 


CASE REPORT 


C. A. V., age 47, a white man, native of Illinois, was 
by occupation a truck farmer. 

His father was living, age 76; his mother was liv- 
ing, age 76; and both were in good health. One 
brother, age 43, was living and in good health. One 
sister was age 51. Her physical health has always 
been good; recently she had a mental break-down, from 
which she seemed to be recovering. One brother died 
in childbirth. 


For some years prior to the first illness the patient 
had been engaged continuously in the use of dusts and 
sprays containing arsenic as his part of the farm work. 

He was especially fond of sweets, which comprised 
a large portion of his food. 

In August, 1928, he had a severe itching without 
visible lesions. This lasted into the next month, when 
the neck became red and successive crops of small 
blisters appeared, which dried up and healed without 
scarring. This itching lasted until the onset of cold 
weather in December. Toward the latter part of the 
month small nodules began to appear on the hands and 
on the rim of the ears. 


During the following month, January, 1929, he began 
losing weight. In February, nodules appeared on the 
forehead, bridge of the nose, and below the inner 
canthus of each eye. In March, he began to have stiff- 
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ness of the finger joints and later of the elbows, knees 
and legs. About the middle of the month he began to 
have pains in the knees and later in the hands and 
arms. In April, the pain began to be very severe in 
his neck, arms, and hands. He was treated by a physi- 
cian who still adheres to his original diagnosis of ar- 
thritis deformans. In May, large nodules began to ap- 
pear on the back and elbows. He consulted Dr. Ely, 
of Moss Point, Mississippi, who referred him to us. 

In June, 1929, the patient was first seen by us. He 
was thin, weak, and able to walk only with greatest 
difficulty owing to stiffness in the knees and stiffness 
and contraction of the toes. His expression was anx- 
ious, but he was not suffering any pain (Fig. 1). 


Fig. 1 


There were small reddish-brown, translucent nodules 
about the forehead, nose, and face near the inner corner 
of each eye. 

On the elbows and on the back over some of the 
vertebral processes and about the hips and shoulder 
blades there were large doughy nodules covered with 
normal skin. Over the right shoulder blade the skin 
was loose and doughy and thick. The patient said the 
nodule in that region had been larger, but had lately 
diminished in size. 

There were bluish areas of congested but otherwise 
normal skin (Fig. 2) over the right shoulder, scapula, 
and right side of the chest. 

On the back of the right arm near the shoulder to 
the elbow was a raised thickened area made up of a 
coalescence of dark purplish-blue papules (Fig. 3). Be- 
cause of this area my diagnosis was Kaposi’s multiple 
hemorrhagic sarcoma. My confrere, Dr. Cogburn, con- 
curred in the opinion that the case belonged in the 
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dose 0.5 c. c. hypodermically, increasing the daily dose 
0.1 c. c. until a 3 c. c. dose was reached and then di- 
minishing in the same ratio. 

August 22, one skin unit of unfiltered x-ray was used 
on the back of the right hand. An x-ray of the trunk 
showed chest negative. No enlargement of liver or 
spleen. No bone changes were noted. 

October 2, biopsy was made and the section showed 
connective tissue infiltration with many giant cells. 
This was interpreted by us as confirmation of the diag- 
nosis of lymphoblastoma. 

October 22, two skin units of filtered x-ray were 
given back of the left hand. The patient had gained 
weight (6 pounds) and strength; swelling of the feet 
had subsided and stiffness of the toes had subsided 
sufficiently to permit him to walk much better. He 
had taken two series of treatments. The nodules on the 
shoulders had disappeared; those on the back and el- 
bows had regressed. The purple papules on the back 
of the right arm had entirely disappeared. The nodules 
on the face and ears remained the same; those on the 
knuckles increased in size (Fig. 4). Other nodules of 
the reddish-brown, translucent type appeared along the 
forearms and flattened nodules appeared in the palms 
of the hands. 


Fig. 4 


November 5, the patient was presented before the 
Louisiana Dermatological Association. One prominent 
dermatologist concurred in our diagnosis of multiple 
sarcomatosis, while another leaned strongly toward a 
diagnosis of leprosy, in which another concurred after 
first inclining toward the sarcoma diagnosis. This diag- 
nosis of leprosy was based on the contraction of the 
hands, which simulated the well-known main en griff. 

Biopsis taken from the ear, thumb, forearm and back 
all showed many giant cells and a histologic picture 
at first interpreted as sarcoma, but afterwards pro- 
nounced by Dr. John Lanford xanthoma_ tuberosum. 
His report is appended to this paper. 


November 14, biopsy was made and a specimen sent 
to Dr. O. E. Denny, of the U. S. Leprosarium at Car- 


lymphoblastoma group. The patient was put on sodium 
arsenate 2 parts, phenol 2 parts, distil'’ed water to 100, 
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ville, Louisiana. He reported that the tissues showed 
no histologic or bacteriologic evidence of leprosy. 


November 14, two units of filtered x-ray were given 
to the backs of both hands. 


At the Miami meeting of the Southern Medical As- 
sociation I showed an enlargement of a photomicro- 
graph of Dr. Lanford’s slide to Dr. Udo Wile, who 
said the condition was xanthoma. 

In the spring of 1930 I visited the patient and put 
him on a diet excluding all starches and suzars, An 
effort was made to hospitalize him, but failed, possibly 
owing to the suspicion of leprosy. Fer the same reason 
he suspended communication with me and as he lived 
fifty miles from me, I saw him at infrequent intervals 
until the latter part of 1931. At each of these visits I 
noticed the fingers becoming shorter and more flex- 
ible. Most of the large nodules about the back 
and hips disappeared. There was loud crepitation in 
his knee joints when he stood and flexed them, the 
sound being heard at some distance. This has since dis- 
appeared. There was no xanthelasma. This picture 
was seen by Dr. Denny, who said it did not look like 
the hand of leprosy (Fig. 5). 


In April, 1932, I saw the patient with Dr. A. B. Can- 
non. His condition was as I have described with the 
addition of a marked xanthelasma of both upper lids. 
The forehead was orange colored, as was the skin over 
the upper part of the chest below the clavicle. This 
discoloration is made up of minute orange colored 
papules. 

I last saw this patient the second day of this month, 
at which time the tests were made which I am pre- 
senting with this report, and the x-rays and photographs 
were made. The yellow discoloration on the forehead 
has nearly disappeared. The patient’s complexion is 
rather florid, his face is filled out and expression im- 
proved. New nodules have appeared, several the size 
of marbles of a deep purple color on his left thigh 
near the upper part. He has a scattered group of well 
defined translucent bronze papules, pin head in size, 
on the anterior surface of the right thigh. 

His neck is stiff and muscles on the left side seem 
very rigid, though a swelling on this side has subsided 
somewhat in the past few months. He is able to stand 
and take a few steps with much difficulty and is easily 
tired by any exertion. His appetite is good and his 
morale excellent. The patient says he improved on 
the non-carbohydrate diet and even more so after meat 
was excluded. After adding whole wheat bread to his 
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daily diet he says he noticed a recurrence of some of 
the nodules and papules. 

I am appending complete reports of the histopatho- 
logic structure of the nodules by Dr. John Lanford, 
of Touro Infirmary, New Or'eans, and by Dr. Machacek, 
of New York; a'so an interpretation of the x-ray films 
by Dr. Hannon, an orthopedis:, and Dr. Gravelee, of 
the Mobile Infirmary. 

The b!ood examinaticn can be summarized by noting 
the normal count and differential, the normal non-pro- 
tein nitrogen, uric acid, and creatinine: the slight increase 
of sugar and the increase of cholesterol in the whole 
blood. The sugar tolerance curve was high, 189 mg. 
at 45 minutes. 

Urine was negative for sugar, cel's and casts. There 
was a trace of albumin; specific gravity was 10.11 and 
acid reaction. 

The basal metabolic rate was plus 13. The Wasser- 
mann and Kahn were negative. 

Dr. Jeffries C. Michael, who is carrying on a series 
of blood examinations of these cases with especial refer- 
ence to the Bloch theories, kindly sent me a preliminary 
report on the blood of this case. He notes that the 
cholesterol-ester:free-cholesterol ratio is definite'y cor- 
roborative of Bloch’s theories. I am showing a slide 
giving his findings in the blood serum with the nor- 
mals in quantity and percentage as quoted above from 
Bloch. 

SUMMARY OF X-RAY REPORT 


The heads of the humeri show marked atrophy and a 
cystic formation which has produced almost complete 
destruction. The proximal and distal ends of the clavi- 
cle are absent. 

Both femur heads are complete'y destroyed to the 
intertrochanteric line. There is extensive destruction of 
the sacrum and of the fifth lumbar vertebra with 
wedging of its body. 

The shafts of the femur and tibiae show extensive 
cortical destruction; the joint space is practically oblit- 
erated and the articular surfaces are irregularly de- 
stroyed. The patellae are displaced laterally with detail 
lost by destruction. 

The terminal and middle phalanges of a!l the fingers 
are destroyed, the proximal to a less degree. The distal 
ends of the metacarpals except the thumbs are de- 
stroyed. The carpa's are absent. The heads of the 
radii and distal end of the ulnas show large areas of 
destruction. The metacarpals of the thumbs show 
slight involvement. The involvement of the hands is 
symmetrical with no attempt at repair. 


SUMMARY OF DR. LANFORD’S REPORT (1929) 


“There is a structure infiltrating the several layers 
of the skin and encroaching upon the stratified squam- 
ous layer. The component cells have a prominent nu- 
cleus and nucleolus. Their cytoplasm varies consider- 
ably in size and shape, is slightly granular and presents 
a number of areas of vacuolation, the so-called foam 
cells. The supportive structure of the skin is destroyed, 
many remnants of collagen fibers being demonstrated. 
There are a number of multinucleated cel’s with the 
nuclei arranged around the periphery in the shape of 
a circle or a horseshoe. The blood vessels are not 
Prominent, but sufficient to maintain nutrition. In the 
absence of active inflammation or evidences of a neo- 
plasm of a fibroblastic, neurogenic or epithelial char- 
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acter, with the fact that there are many embryonal fat 
cells, some of which are definitely forming fat g'obules, 
I am forced to the conclusion that the condition is 
xanthoma tuberosum (Fig. 6). 


SUMMARY OF DR. MACHACEK’S REPORT (1931) 


The surface epithelium is edematous, shows slight 
keratosis, rete pegs are practically absent. Superficially 
there is a chronic inflammatory reaction. The vessels 
are increased in number and size, the deener ones show- 
ing marked thickening of the walls with a swollen endo- 
thelium. About these is a definite proliferation of 
cells, mostly spindle-shaped. The larger vessels deep 
in the corium show a marked proliferation of elongated 
cells which protrude into the lumen. Large mononu- 
clear cells with a pale pink protoplasm are seen; the 
nuclei large and vesicular, the nucleoli prominent. 
There are many multinuclear cells which vary greatly 
in size; these have peripherally arranged vesicular nu- 
clei with prominent nucleoli. Fat stains disclose no 
lipoid content. Nerve stains show very few nerves. 
Reticular stains seem to indicate that the cells of the 
corium are mesodermal. The most likely diagnosis in 
spite of the absence of lipoid content is xanthoma 
tubcrosum. 


SUMMARY OF DR. J. C. MICHAEL’S REPORT 


Lipids Patient Normal 
Total fat 1440 800 
Total cholesterol 313 150 


105 (70 per cent) 
45 (30 per cent) 


139 (44.5 per cent) 
174 (55.5 per cent) 


Cholesterol esters 
Free cholesterol 
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DISCUSSION (Abstract) 


Dr. H. F. Anderson, Washington, D, C.—Formerly 
we were content with the explanation that in xanthoma 
a faulty metabolism of cholesterol resulted in choles- 
terinemia and local deposits which were always yellow 
either as plaques or nodules. We called them xantho- 
mata and they had a more or less characteristic histo- 
logical picture. 


Since the investigations of Weidman, Wile, Bruno 
Bloch and others we know that other fatty substances 
than cholesterin are just as significant in the production 
of these tumors. There are diseases in which the cho- 
lesterol of the blood is well above 130 to 170 mg. with 
no resultant xanthoma formation. Probably inhibition 
of lypolytic enzyme action together with some changes 
in the cells themselves as explained by Bloch is respon- 
sible for these formations. These newer observations 
have led us far toward intelligent therapy. Some cases 
yield to a low carbohydrate diet, some to fat-free diet, 
and insulin therapy has been effective occasionally in 
the non-diabetic type. However, some cases are still 
found that apparently respond to no type of therapy. 
Such a case has recently been under our observation. 
A young man of about 30 with many typical yellow 
tumors on all extensor surfaces whose blood repeatedly 
showed normal sugar and high cholesterol fats and fatty 
acids failed to show more than slight and temporary 
improvement on sugar-free diet, insulin, fat-free diets, 
electro-desiccation and all therapeutic measures known 
to us. 


Dr. Gaines’ case could very easily be mistaken for 
leprosy, sarcoid or the lymphoblastomata. Aside from 
the orthopedic symptoms this case is similar in some 
respects to a case from Rheil’s Clinic in Vienna which 
was demonstrated before the International Congress and 
has been widely advertised in the literature. The pa- 
tient lay in the Algeneine Spital for some years with a 
new diagnosis at more or less regular intervals until 
some enterprising person, after noticing a few yellowish 
spots, removed one of the many bluish red nodules 
about the size of a robbin’s egg, with which the patient 
was literally covered, and ran a Sudan III stain. Foam 
cells and xanthoma architecture were found and a diag- 
nosis made of tuberoserpigenous xanthoma areotaris of 
Rheil. 


We have observed one case of large bluish red tumors 
in a child which started soon after birth, was treated 
with massive doses of radium and x-ray after a diag- 
nosis of sarcoma cutis at a meeting of the American 
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Dermatological Association, that 
xanthomatosis. 


later proved to be 


All this brings to mind the fact that all xanthomata 
are not of the characteristic yellow type. If special 
fat stains are made, and the probability of xanthoma 
kept in mind in cases of tumors or nodules simulating 
the lymphoblastomata, leprosy or sarcoid that do not 
by histological structure fit definitely into the shelves of 
these diseases, more diagnoses of these unusual xantho- 
mata will be reported. 


Dr. Fred D. Weidman, Philadelphia, Pa—tThe in- 
volvement of the bone marrow puts this case very much 
out of the ordinary and recalls Pick’s two cases of 
Gaucher’s disease in which there were xanthomatoid 
changes. I feel personally that Dr. Gaines’ case is also 
one of Gaucher’s disease. The beautiful photomicro- 
graph did not show good xanthoma cells, and it is prob- 
able that the particular portion of material selected for 
microscopic examination came from some portion of a 
bone “neoplasm” which had not as yet undergone sec- 
ondary xanthomatous change. I feel that the way is 
still open to show that some cases of Christian’s disease 
and Gaucher’s disease are instances of multiple myeloma 
or analogous disease, now of perhaps plasma cell type, 
now of “lymphoid” type, in which more or less for- 
tuitously there has been an associated hypercholesteremia 
or other factors to determine a secondary xanthomatosis. 
Herzenberg’s case of “the skeletal form of Niemann- 
Pick’s disease” is in point, although Rowland included 
it in his compilation of cases of Christian’s disease. 
Along the same lines, Freeman and I felt that the osse- 
ous changes were referable to an underlying granuloma- 
tous condition in which secondary xanthomatous changes 
had taken place, an opinion which Rowland did not ac- 
quiesce in. He classified our case as one of Christian’s 
disease. 


Dr. Anderson’s remarks confirm an opinion which I 
have entertained for a long time, namely, that whereas 
we have for a long time known only four kinds of xan- 
thomas, the list is bound to be greatly extended. Here- 
tofore xanthoma tuberosum, xanthoma planum, xan- 
thoma in tumors, and xanthoma diabeticorum were the 
only ones on the list. I have seen, however, xantho- 
matous changes in a nevus, and there are cases on record 
where xanthomatous changes have occurred in carci- 
nomas of the prostate and of the stomach. Whereas 
it is good policy to avoid complicating dermatological 
nomenclature, it seems inevitable that the list of forms 
of xanthomatosis will eventually be greatly extended. 


We need more and more cases like this of Dr. Gaines 
to emphasize to us that the spectacular yellowness and 
other features of xanthoma may be but smoke screens 
which are disguising fundamental disease states in the 
skin which are far more important than the xantho- 
matosis to the welfare of the individual, and toward 
which dermatologists owe a larger responsibility. 


Dr. John A. Lanford, New Orleans, La—I can add 
nothing except to say that the presence of foam cells, 
giant cells and the absence of any evidences of neoplasm 
or inflammation made me feel sure of the diagnosis of 
xanthoma. 


Vol. 


] 
I 


|_| |_| 
mo 
Ra 
— era 
ma 
we 
the 
to 
th 
ve 
th 
or 
ag 
th 
pl 
ti 
st 
ti 
n 
0 
= 


Vol. XXVI No. 6 


PRIMARY MALIGNANT TUMORS OF 
THE URETERS* 


By I. G. Duncan, M.D., B.S., F.A.CS., 
Memphis, Tenn. 


Primary malignant tumors of the ureters are 
most rare. The first case was reported by 
Rayer in 1849, and a careful search of the lit- 
erature shows only 50 cases reported up to the 
present time. The case which I am presenting 
makes the fifty-first. A number of these tumors 
were situated so near either to the kidney or 
the bladder that there may be some doubt as 
to whether or not they were primary growths of 
the ureters. Rousselot and Lamon published ‘a 
very complete synopsis of 49 cases and added 
the fiftieth one in 1930. 

These tumors are most malignant and only 
one case reported was alive 2'2 years after di- 
agnosis. 

Etiology.—This disease seldom occurs before 
the age of fifty, and seems to be slightly more 
prevalent in the male than in the female. Stric- 
ture, malformation, diverticula and stones are 
supposed to be predisposing causes. 

Pathology.—The tumors may be of connective 
tissue or epithelium. The sarcoma is of the con- 
nective tissue type, and 5 cases have been found. 

The epithelial or cancer type may be papillary 
or non-papillary. The latter group includes 
medullary and squamous cell carcinoma. The 
papillary carcinoma is the one found most often. 

The ureteral wall at the site of the tumor be- 
comes dilated. If the ureter is plugged sud- 
denly, the kidney may appear almost normal. 
However, if it be a gradual process a hydro- 
nephrosis will be produced. If infection takes 
place within this hydronephrosis, a pyonephrosis 
may develop. 

These tumors tend to metastasize early. This 
may take place in the following ways: (1) ve- 
nous system, (2) lymphatic, (3) to the adjacent 
organ by continuity of tissue, (4) by implants 
to the lower ureter and bladder. 

Signs and Symptoms.—The signs and symp- 
toms of ureteral tumors are the same as those 
of kidney tumors, namely: (1) hematuria, (2) 
pain, (3) tumor, and (4) disturbance in the 
genito-urinary tract. 


*Read in Section on Urology. Southern Medical Association. 
a Annual Meeting, Birmingham, Alabama, November 
5-18, 1932, 
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Hematuria is the most constant symptom, be- 
ing present in about 85 per cent of the cases. 
It may consist of only a few blood cells in the 
urine, or it may be so severe that the patient’s 
life is endangered. 

The pain also varies greatly in its severity. 
It may be only a dull ache, or may be so great 
as to simulate a renal colic. It may radiate 
from the lumbar region down into the genitals, 
or down the leg, or it may remain in a fixed 
area in some portion of the ureter. 

If a marked hydronephrosis be present a tu- 
mor may be palpated. Otherwise, no mass can 
be felt. 

The majority of these patients become in- 
fected, so more or less urinary disturbance is 
present. 


DIAGNOSIS 


In former days, before complete cystoscopic 
examination could be made, about 90 per cent 
of these tumors were diagnosed either at opera- 
tion or autopsy. They were very rarely sus- 
pected earlier. However, with our modern x-ray 
equipment and much improved cystoscopic meth- 
ods, these tumors should seldom be overlooked. 
The patients give a history of pain and hemor- 
rhage, which cause us to suspect a tumor of the 
genito-urinary tract. X-ray of the kidneys, ure- 
ters and bladder is negative for stones. Cys- 
toscopic examination may show blood coming 
from the affected ureter. If a catheter is passed 
up the bleeding side to the kidney and clear 
urine is obtained, it is very suggestive of a tu- 
mor of the ureter. If a pyelo-ureterogram should 
show a filling defect in the ureter with nothing 
in the pelvis to account for the hematuria, this 
is most suggestive of a ureteral tumor. Intra- 
venous pyelography is of great value. In tu- 
mors of the papillary type situated in the lower 
ureter a portion may be seen protruding from 
the orifice. 

Prognosis —As was mentioned above, these tu- 
mors metastasize early and extensively. The 
most frequent sites are the lungs, deep and su- 
perficial lymphatics, liver and bones. Only one 
patient lived 22 years after diagnosis. 

Treatment.—Nephrectomy and ureterectomy 
should be done at the earliest possible oppor- 
tunity. Deep x-ray therapy may be given fol- 
lowing the operation or in inoperable cases. 


CASE REPORT 


Mr. A., a white man, age 58 years, came to our of- 
fice October 20, 1931. His chief complaints were (1) 
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Fig. 1 
Ureterogram showing fusiform enlargement of left ureter. 


hematuria, (2) a dull aching pain in the flank and lower 
lumbar region, (3) weakness and shortness of breath. 


The family history was negative. The venereal his- 
tory was negative. With the exception of a few ma- 
larial chills he had been well until six years previ- 
ously, when he had an attack of cholecystitis accom- 
panied by a digestive disturbance. Two years ago he 
had an attack of renal colic with hematuria. Although 
a picture was negative, he was advised that the trouble 
was due to a stone in his kidney. This attack lasted 
for about a week. One year ago he had a similar at- 
tack and the hematuria lasted for three weeks. Again 
the x-ray was negative for stones. He did not recu- 
perate rapidly following this attack. He felt weak, 
coughed a great deal and became short of breath upon 
exertion. He also noticed a slight hematuria from 
time to time. He began to have frequency and painful 
urination with nocturia three to four times. 


Three weeks before our examination he was taken 
with an acute renal colic, followed by a profuse hema- 
turia. He was given morphine to relieve the pain and 
hemostatic serum to control the hemorrhage. After 
about a week the acuteness of the attack subsided and 
he was left with a dull aching pain in the left flank 
corresponding to McBurney’s point on the right side. 
The hematuria persisted. Some dysuria and nocturia 
are present. He coughed a great deal, especially at 
night. He slept poorly and at times was very short 
of breath. : 

Examination showed a stocky, well built and fairly 
well nourished man, rather pale and apparently anemic. 
The head was negative; the teeth and tonsils were nega- 
tive. The neck showed enlarged cervical lymph nodes 
about the size of a grape. In the chest, numerous 
rales of all kinds were present with slight bronchial 
breathing in some areas. The heart was very large and 
somewhat irregular. No murmur could be heard. In 
the abdomen, no tumor mass could be felt, but the 
patient was quite tender over the left flank, corre- 
sponding to McBurney’s point on the right side. His 
blood pressure was 140/120. His prostate was some- 
what enlarged and tender, but there was no evidence 
of malignancy. His b’cod count was about normal with 
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65 per cent hemoglobin. The Wassermann test was neg- 
ative. 


Urinalysis showed a urine thick with blood and con- 
taining 10 to 20 pus cells to the high power field, spe- 
cific gravity 1.025, 2 plus albumin, and no sugar. 

Non-protein nitrogen was 40. 

X-rays of the kidneys, ureters and bladder were nega- 
tive for stones. 

X-ray of the chest showed a widening of the upper 
mediastinum. The widening is symmetrical and the 
borders are circumscribed. The mass appears to be 
separated from the aorta. There is general peribron- 
chial thickening with an occasional calcified node. The 
apices are clear and the diaphragm smooth and regu'ar, 
The heart appears definitely enlarged. 

Cystoscopic examination showed a somewhat en- 
larged prostate with a moderate median bar. There 
were no stones or tumors in the bladder. A_ blood 
clot was seen protruding from the left ureteral orifice. 
A catheter passed up the right side without difficulty, 
while that on the left met an obstruction about three 
inches above the b!adder, which it would not pass. In- 
digo-carmine intravenous'y showed a normal function 
upon the right side with no function at all upon the left. 


Fig. 2 
Horseshoe shape bend of ureter with kinking and papillary 
tumor protruding from mucosa which occupied the ex- 
pird d portion of ureter. Smaller papilloma near end 
ol same portion of ureter. 
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Fig. 3 
Photomicrograph showing stratified papillary malignant 
epithelium of mucosal surface (low power). 


A pyelogram of the left side with the patient’s head 
lowered showed that no media had passed the obstruc- 
tion. There was a marked filling defect in the ureter 
about three inches above the bladder. 

Intravenous urography showed a normal right kidney 
and ureter, but did not outline the ureter at all upon 
the left side. 

We made a diagnosis of tumor of the ureter but, of 
course, could not say whether it was primary or sec- 
ondary to a tumor of the kidney. 

Operation was advised and accepted. The preopera- 
tive preparation consisted of rest, forced fluids, alkalies 
and digitalis. 

On October 13, 1931, the patient was operated upon 
under spinal anesthesia. The kidney and upper ureter 
appeared about normal. However, a fusiform enlarge- 
ment about the size and shape of a carrot was found 
in the lower third of the ureter. A nephrectomy and 
ureterectomy were done. 

The first few days after operation were rather 
stormy. After this, recovery was uneventful and the 
patient left the hospital on the eleventh postoperative 
day. He went home and thereafter was under the 
care of Dr. W. H. Gragg. He did very well for a short 
time, but died as a result of metastasis several months 
later. 

Gross Pathology—tThe specimen consists of the kid- 
ney and ureter. Midway of the ureter is a fusiform 
thickened dilated portion. When it was opened there 
escaped old clotted blood and a small amount of bloody 
mucoid material. There is attached to the lining an 
oval, lobulated, grayish, slightly necrotic mass attached 

by a small pedicle 2 cm. in length and 1 cm. in thick- 
ness. There is also another smaller mass high up at- 
tached to the dilated ureter by a rather broad base. 
Both tumors are papillomatous and cause obstruction 
and dilatation of the ureter. 
The kidney is slightly larger than normal. The pel- 
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vis is dilated. The medullary portion is narrowed. 
The calices are reddened. 

Microscopic Pathology.—Section from the larger tu- 
mor shows a papillomatous arrangement of the lining 
and epithelial cells in large masses, with small round 
cell infiltration. There are also masses of infiltrating 
tumor cells rich in mitoses. These are regarded as lo- 
cally malignant because of the infiltration. 

There are several veins filled with tumor cells. Ab- 
normal mitoses are present. Transition from benign 
papilloma to malignant growth is fairly definite. A 


Fig. 4 


Photomicrograph (high power) showing medullary charac- 
ter of tumor. 


Fig. 5 
Photomicrograph (high power) showing abnormal mitoses 
in tumor, 
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section from the base of the smaller papilloma is be- 
nign, but similar to the larger one in arrangement. 

Section of the kidney shows a chronic infective re- 
action of the polymorphonuclears, round cells and fibro- 
sis adjacent to the pelvis. 

Section from the cortex shows glomerular nuclei con- 
centration and capsular space obliteration. The tubular 
epithelium retains its pattern, but appears to fill the 
tubules. 


The diagnosis is multiple papillomata of the ureter 
with malignant carcinoma at the base of the larger 
one. 


SUMMARY 


(1) Primary malignant tumors of the ureter 
are rare and occur chiefly after the age of fifty. 
Fifty cases have been previously reported, my 
case being the fifty-first. 

(2) Sex seems to play an unimportant part. 

(3) Stricture, diverticula and stones are 
thought by some to be predisposing causes. 

(4) Sarcomas are exceedingly rare. _ Papil- 
lary carcinomas are the most common form and 
they may be multiple as in this case. 
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(5) The extremities of the ureters are most 
often involved. 


(6) The cardinal signs and symptoms are the 
same as for tumors of the kidney, namely: (1) 
hematuria, (2) pain, (3) tumor, and (4) dis- 
turbance in the genito-urinary tract. 

(7) Formerly the diagnosis was very difficult, 
most of the cases being diagnosed at operation 
or postmortem. However, at the present time, 
with our greatly improved x-ray and cystoscopic 
methods, including intravenous pyelography, the 
lesions should be recognized with less difficulty. 

(8) These tumors metastasize extensively and 
early. Only one patient is on record who was 
alive 2% years after diagnosis. 

(9) Early nephrectomy and ureterectomy is 
the treatment of choice. However, deep x-ray 
therapy may be given postoperatively and in in- 
operable cases. 

I hereby wish to thank Drs. J. S. Fleming and W. 


H. Gragg, of this city, for their most valuable aid in 
working up and treating this case. 


1500 Bank of Commerce Building 


ADENOCARCINOMA OF THE RECTUM* 


By J. H. Dopson, M.D., F.A.CS., 
Mobile, Ala. 


Although it is generally conceded that there 
is no age limit to cancer of the rectum, the 
rarity of rectal malignancy in an infant of only 
twenty months of age justifies the following re- 
port: 


A white fema'e, age-twenty months, had been in good 
heaith until one year of age, when the parents noticed 
beginning constipation. The constipation grew progres- 
sively worse until large amounts of laxatives were nec- 
essary. The stools became ribbon-shaped and _ there 
was a slight amount of mucus, but no blood. Recur- 
rent attacks of retention of urine necessitated catheteri- 
zation. A swelling was noticed in the left ischiorectal 
fossa. When first seen by the writer the child appeared 
fairly well nourished and seemed fairly comfortable. 
The x-ray showed nothing definite. The white blood 
count was 20,000. Distinct nodules could be felt in 
the liver. The whole left ischiorectal space was dis- 
tended, so much so that the left lateral half of the 
anal circumference was completely everted. The anal 
orifice was shaped like a half moon. It was with dif- 
ficulty that the little finger could be inserted into 
the rectum. There was a suggestion of fluctuation. 
The tumefaction felt like an encapsulated mass. There 
was no blood and the mucosa did not seem to be in- 
volved. The child was given a_ general anes- 
thetic and an anteroposterior incision was made 
over the left ischiorectal fossa and the tissues sepa- 


*Received for publication May 5, 1933. 


rated down to the levator. This muscle was bulging 
outward. Some of its fibers were separated and the 
finger inserted into the superior pelvi-rectal space. 
This space was filled with necrotic tissue. There was 
no pus and no odor. Large pieces of necrotic tissue 
Were expressed from the wound. 


Fig. 1 


The child died two weeks later. The accompanying 
microphotograph (Fig. 1) was made from a section of 
this tissue and was diagnosed by Dr. I. M. Wise, of Mo- 
bile, and Dr. John A. Lanford, of New Orleans, as 
adenocarcinoma, probably originating from embryonic 
cell rests. 
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TUBERCULOUS ENDOPHLEBITIS WITH 
OBLITERATION OF THE SUPERIOR 
VENA CAVA: REPORT 
OF A CASE* 


By Harry C, ScuMetsser, M.D., 
Memphis, Tenn., 
Henry Futter, M.D., 
Mulberry, Fla., 
and 
I. H. Jones, M.D., 
Paris, Tenn. 


This condition is not only very interesting,.but 
extremely rare. Osler,) in 1903, writing “On 
Obliteration of the Superior Vena Cava,’’ found 
only one case in the literature, “a remarkable 
case of tuberculosist endophlebitis,” reported by 
Banti® in 1891. 

Brown,’ in 1930, collected from the literature 
300 odd cases of occlusion of the superior vena 
cava due to various causes. Although his cases 
date from 1806, he found no other case due to 
tuberculous endophlebitis. 

Our search of the literature fails to reveal 
any further reported case. 

We shall present in this paper an abstract of 
Professor Guido Banti’s case, including an illus- 
tration of the lesion, a report of the clinical and 
pathological findings of our case with illustra- 
tions and photomicrographs, and a contrast of 
Banti’s case with ours. 


PROFESSOR BANTI’S CASE 


A male, age 46 years, carpenter, native of Florence, 
died from acute miliary tuberculosis. 

Autopsy revealed the superior vena cava converted 
into a hard cylinder with a vegetative mass occupying 
its auricular entrance, which microscopically proved to 
be a tuberculous endophlebitis (Fig. 1). 


AUTHORS’ CASE 


Clinical Record.—The clinical record, as abstracted by 
Dr. Henry Fuller, Resident Physician, was as follows: 

L. T., a married American negress, age 24 years, was 
admitted to the Memphis General Hospital on February 
13, 1930, with a chief complaint of shortness of breath. 

Present Illness—For 4 years she had been subject to 
attacks of dyspnea and orthopnea with swelling of the 
face and arms. During the first two years these attacks 


*Read in Section on Pathology, Southern Medical Association, 
Twenty-Sixth Annual Meeting, Birmingham, Alabama, November 
15-18, 1932. 

*From the Departments of Medicine and Pathology, University 
of Tennessee College of Medicine. 
tObviously a typographical error. 
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were mild, but during the second two years she had 
four very severe ones. Each of these lasted for about 
2 months. During an attack, she became very dyspneic 
and orthopneic, her face, neck and arms swelled, she 
developed a productive cough and raised an ounce or 
two of greenish yellow sputum daily; she felt feverish 
and was very ill. Then she improved, her cough com- 
pletely disappeared, the edema and dyspnea almost dis- 
appeared but never entirely, allowing her to be up and 
to exert herself slightly. She had never had any hemop- 
tysis. 

Past and family histories were unimportant. 

Physical Examination—The patient was a well de- 
veloped and well nourished negro woman, sitting 
propped up, almost erect, in bed, breathing with great 
difficulty. The muscles of the neck and thorax moved 
violently with each inspiration. There was marked 
edema of the eyelids, face, neck, hands, sacral region 
and to a less degree of the ankles and feet. The right 
and left external jugular and cephalic veins were dis- 
tended. The superficial veins of the front of the neck 
and the right and left lateral thoracic, thoraco-epigastric 
and superficial epigastric veins were congested and tor- 
tuous. The voice was hoarse. The mucous membranes 
were slightly pale. No cyanosis was observed. The 
right pupil was slightly larger than the left and both 
reacted well to light and accommodation. Nothing ab- 
normal was noted on examination of the ears, nose, 
mouth and throat. Expansion of the chest was thought 


Fig. 1 
This figure shows the right auricle and ventricle 
of Banti’s case opened along the right margin. 


One can see a tuberculous, vegetative mass 
with a central fissure occupying the auricular 
orifice of the superior vena cava. The auricle 
below and to the left shows the remains of the 
orifice of the inferior cava. 
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to be equal. The cardiac dullness was normal and the 
apex impulse was not palpable. The blood pressure 
was 120 systolic and 100 diasto'ic. The superior medi- 
astinal dullness was increased and measured 9 cm. in 
the first and second interspaces. The right side of the 
chest showed signs of fluid: there was dullness to flat- 
ness below the sixth rib posteriorly and the fourth an- 
teriorly. Over this area and in the axilla tactile fremitus 
was diminished and the breath sounds were diminished 
or absent. There was no bronchial breathing. On the 
left side, from the clavicle down to the fourth rib an- 
teriorly and from the superior border of the scapula to 
its inferior angle posteriorly there was flatness and in- 
creased tactile fremitus. Medium crepitant rales were 
heard through both lung fields. There was thought to 
be a moderate amount of ascites because of shifting 
dullness in the flanks. Rectal and pelvic examinations 
were not done. 


Laboratory Examination—The urine contained a 
slight trace of albumin and a few hyaline and granular 
casts. The red blood cells numbered 5,500,000 with a 
hemoglobin content of 60 per cent (Sahli), and the 
white blood cell count was 5,400. The Kahn test of 
the blood was strongly positive. The sputum was 
scanty, purulent and on four examinations showed no 
tuberc'e bacilli. The non-protein nitrogen was 56 mg. 
and the creatine was 1.5 mg. per 100 c. c. of blood. 

Roentgen Examination.— Roentgenograms of the 
chest taken on February 15, 1930, were reported by Dr. 
H. N. Pulliam as follows: “The upper left lung field 
shows a definite area of opacity extending from the 
apex to the level of the third rib anteriorly and having 
a circumscribed border, apparently a tumor forma- 
tion. The right lung at the level of the third rib 
shows an oval area of opacity such as is usually caused 
by metastatic malignacy. The right base shows con- 
siderable fluid; the mediastinum shows marked widen- 
ing.” 

Diagnosis —The diagnosis was thought to be a medi- 
astinal malignancy: (a) carcinoma from lung or pleura, 
(b) lymphosarcoma, or (c) Hodgkins’ disease, with 
obstruction of the superior vena cava and partial ob- 
struction of the bronchi. 

Progress —The patient ran a little fever, 101° F., the 
second day, and none thereafter, and she had a very 
rapid pulse, about 110. No change in her condition 
was noted except a disappearance of the edema of the 
feet and ankles and a drop in blood pressure to 120 
systolic and 80 diastolic. She died 5 days after ad- 
mission. 

Autopsy—The postmortem observations, reported by 
Dr. I. H. Jones, Resident Pathologist, were as follows: 

The findings on external examination of the body 
confirmed those described clinically. 

The peritoneal cavity contained 400 c. c. of clear, 
straw-colored fluid. The right and left superior and 
inferior epigastric veins were distended and tortuous. 
The portal vein and its tributaries were congested. On 
removing the sternum, the right and left internal mam- 
mary, anterior intercostals and subcostal veins were 
noticeably enlarged. 

Beginning at the apex of the left pleural cavity and 
extending to the third rib anteriorly and thence trans- 
versely around the circumference, the parietal pleura 
was diffusely thickened and hyalinized. This part of 
the pleural cavity was walled off by dense adhesions 
forming a cavity approximately 7 cm. in its greatest 
diameter filled with serous fluid. Consequently, the up- 
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per lobe of the lung was displaced downward below 
the level of the bifurcation of the trachea and com- 
pressed. 

The right pleural cavity in the upper part of its 
lower half was almost completely obliterated by mas- 
sive, fibrous tissue adhesions, which gave place in the 
lower part to a dense, bluish-white, translucent. tissue 
with small yellow, opaque areas. The parietal pleura 
of the lower half of the pleural cavity was uniformly 
greatly thickened and hyalinized. Numerous dense ad- 
hesions were present in the region of the cervical pleura. 
The remaining space of the p'eural cavity was filled 
with a serosanguinous fluid. 

The findings in the mediastinum will be described 
under heart, etc. 

The pericardial cavity was negative. 

The heart with its great vessels, the trachea and pri- 
mary bronchi and the right recurrent laryngeal nerve 
were studied in relation to each other. The heart alone 
weighed 280 gm. 


Fig. 2 

The heart and its great vessels. The lower part of the 
left internal jugular, both innominates except for a small 
superior part of the right and entire superior vena cava 
are enlarged and their lumina obliterated. See cross sec- 
tions (A, A, B, C). The endocardium covers the au- 
ricular orifice of the superior vena cava. The obstruc- 
tion involves the entrance of the right and left inferior 
thyroid and internal mammary, and left vertebral, sub- 
clavian and highest intercostal, and azygos veins. The 
inferior vena cava is dilated. Pressure was exerted on 
the right recurrent laryngeal nerve (D). The left com- 
mon carotid takes origin from the innominate artery. 
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The lower part of the left internal jugular, both 
innominates except for a small superior part of the 
right, and the entire superior vena cava were enlarged 
and firm. The greatest cross diameter of each innomi- 
nate was 0.7 cm. and of the superior vena cava 3 cm. 
(Fig. 2). Cross sections of each of these vessels showed 
their lumen completely closed with a tissue which 
contrasted sharply with the surrounding vessel wall by 
being bluish-white, translucent and firm in its periph- 
ery and more yellow, opaque and soft in the center. 
The pathological process seemed to be confined to the 
intima and lumen of the vessels (Fig. 2, A, A’, B, C). 
The obstructing tissue in the superior vena cava at its 
auricular entrance receded slightly from the surround- 
ing inner surface of the auricle and was completely 
covered by a smooth and glistening endocardium. 

The obstruction in these vessels involved the en- 
trance of the right and left inferior thyroid and internal 
mammary, left vertebral and subclavian. These vessels, 
as well as both internal jugulars, the right subclavian 
and both axillary, brachial and basilic veins were all 
distended with blood while the heart was in situ. 
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Microscopic Examination—The parietal pleura from 
the walled off space of the left pleural cavity was in- 
filtrated with lymphocytes and plasma cells and covered 
by an organizing serofibrinous exudate. 

The obliteration of the lower part of the right pleural 
cavity was due to a chronic tuberculous granulation 
tissue, consisting of new formed blood capillaries and 
fibrous tissue infiltrated with lymphocytes and plasma 
cells. In places were seen Langhan’s type of giant cell, 
surrounded by epithelioid and lymphoid cells with a bit 
of caseation to form a tubercle. 

The obliterated part of the left internal jugular, the 
innominates and the superior vena cava showed an un- 
involved adventitia, but a media with some small round 
cell infiltration. The intima was the seat of an exten- 


sive tuberculous inflammation consisting of epithelioid, 
lymphoid and Langhan’s giant cells, and caseation with 
its characteristic nuclear dusting. This process com- 
pletely obliterated the lumen of the vessel (Figs. 3 
and 4). 


The azygos was obstructed at its entrance into 
the superior vena cava and the left highest inter- 
costal at its entrance into the left innominate. The 
right and left posterior intercosta’s and subcostals, 
right and left highest intercostals, azygos, hemi- 
azygos and accessory hemiazygos, right and left 
ascending lumbars, lumbars and ileolumbars, great 
saphenous, femoral, external and common iliacs and 
the inferior vena cava were all distended with 
blood while the heart was in situ. 

The enlarged right innominate vein pressed on 
the recurrent laryngeal nerve and the superior vena 
cava slightly compressed the right bronchus. The 
leit common carotid artery took origin from the 
innominate artery 0.5 cm. above the origin of the 
latter from the arch of the aorta. The heart and 
aorta otherwise were normal. 


he 


All lobes of the right lung were adherent to each 
other by fibrous tissue. The pulmonary pleura was 
everywhere moderately thickened. Scattered through 
the lung were a few small, circumscribed, bluish- 
white, translucent nodules with a tiny yellow, 
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Fig. 3 
Tuberculous endophlebitis of superior vena cava. 
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formation of a miliary tubercle. 
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opaque center. One such nodule was calcified in 
its periphery. Otherwise the lung presented noth- 
ing of interest. Its bronchial lymph nodes were 
uninvolved. 

The pulmonary pleura of the upper lobe of the 
left lung was somewhat thickened and this lobe 
was compressed, airless, firm, red, with a moderate 
amount of black coal pigment. The rest of the 
lung and its bronchial lymph nodes presented noth- 
ing of interest. 

The spleen was smaller than normal, weighing 85 
gm. Its capsule was thickened and milky. Its 
consistency was increased. On section the travecu- 
lae were prominent and the pulp was a dark red. 
A rather circumscribed small bluish-white, translu- 
cent area with a yellow opaque center was pres- 
ent. 


The esophagus, stomach, intestines, pancreas, 


liver, suprarenals and kidneys showed chronic pas- 
sive congestion. 

The pelvic and genital organs showed nothing 
of interest except for a bilateral hydrosalpinx. The 
organs of the neck and head were not removed. 


Tuberculous endophlebitis' of the superior vena cava. 
cation. On the right, media. 
greatly thickened intima, showing epithelioid and lymphoid cells 
and Langhan’s giant cell. 


Fig. 4 
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The right lung presented a number of miliary and 
conglomerate tubercles and a bronchus whose wall was 
the seat of tuberculous inflammation consisting of epi- 
thelioid, lymphoid and Langhan’s giant cells and casea- 
tion. The process had reached the lumen of the bron- 
chus around one-half of its circumference. 

The upper lobe of the left lung showed a fibrous, 
thickened pleura, infiltrated with lymphocytes and 
plasma cells and a subserous deposit of coal pigment 
in moderate amount. The lung tissue was atelectatic. 

The spleen showed a thickened, hyaline capsule, tra- 
beculae and interstitial tissue. An encapsulated tuber- 
culous area was present. Sinuses in places contained 
an excess of blood. 

The liver and kidneys showed chronic passive con- 
gestion. 

Bacteriologic Examination.—Sections ot the obliterated 
superior vena cava, stained with carbol fuchsin and 
counter-stained with Loffler’s methylene blue, showed 
numerous tubercle bacilli in the active periphery of the 
intimal lesion. 

Anatomic Diagnosis—In the primary series there was 
bilateral chronic tuberculous sero-fibrinous pleurisy 
with marked fibrosis; atelectasis of the upper lobe of 
the left lung; chronic localized tuberculosis of the ter- 
minal bronchi, lungs and spleen; chronic interstitial and 
perisplenitis; chronic tuberculous endophlebitis with 
obliteration of the lower part of the left internal jugular 
and both innominate veins except for a small superior 
part of the right and entire superior vena cava; chronic 
passive congestion of the entire systemic venous circula- 
tion except that of heart; ascites; and generalized ana- 
sarca. 

In the subsidiary series, the left common carotid ar- 
tery took origin from the innominate artery. There 
was bilateral hydrosalpinx and anthracosis. 

The cause of death was venous stasis of the sys- 
temic circulation except that of the heart. 


BANTI’S CASE AND OUR CASE CONTRASTED 


Clinical Record—Banti’s case was a male 
carpenter, age 46 years, a native of Florence, 
who died from acute miliary tuberculosis. No 
exact information about the patient’s final ll- 
hess, past history, family history, physical ex- 
amination or diagnosis was obtained. Appar- 
ently, he did not have in the past any other 
important diseases. It is certain that during 
his stay in the hospital he did not have any signs 
of venous stasis or edema of the head, neck and 
upper extremities. 

Our case was a woman, age 24 years, an 
American negress, who died from venous stasis 
of the systemic circulation excluding that of the 
heart. A complete clinical record was obtained. 
The findings were those of the above mentioned 
stasis, more marked in the upper half of the 
body, with a diagnosis of a mediastinal ma- 
lignancy with obstruction of the superior vena 
cava. 

Autopsy.—Banti’s case showed on external ex- 
amination no congestion of veins. 
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On internal examination there were no signs 
of venous stasis or edema in the superior parts 
of the body. The collateral circulation was not 
studied. In the right lung was a caseous area 
as big as a nut, completely surrounded by 
fibrous tissue. No extra-visceral disease was 
found in the mediastinum. 

In the heart, the superior vena cava except 
for a small upper portion was completely ob- 
literated by a tuberculous endophlebitis, which 
projected as a lobulated mass from the orifice 
into the auricle. This mass contained a blind 
fissure and was thought during life to have been 
covered by endothelium. The obliteration was 
accomplished without thrombosis. The outer 
surface of the cava was normal. Tubercle bacilli 
were demonstrated in section throughout the ob- 
literated tissue. 

In our case, on external examination, there 
were congested and tortuous veins indicative of 
the obstruction of the superior vena cava and 
the established collateral circulation. 

On internal examination there were congested 
veins and dropsy indicative of the obstruction 
of the superior vena cava and the established 
collateral circulation. No extra-visceral disease 
was found in the mediastinum. 

In the heart, the lower part of the left 
internal jugular, both innominates except for 
a small superior part of the right and the 
entire superior vena cava were completely 
obliterated by a tuberculous endophlebitis with- 
out thrombosis. Tubercle bacilli were demon- 
strated in section in the intimal lesion. The au- 
ricular orifice of the cava was completely cov- 
ered by endocardium. The enlarged right in- 
nominate vein pressed on the recurrent laryngeal 
nerve and the cava slightly compressed the right 
bronchus. The left common carotid artery took 
origin from the innominate artery 0.5 cm. above 
the origin of the latter from the arch of: the 
aorta. 

Discussion—In Banti’s case the tuberculous 
product presented characteristics in some ways 
the same as the solitary tubercle of the brain. 
It formed a mass having the appearance of a 
real tumor and made up of an unlimited number 
of elementary tubercles, caseous in the older 
portion and cellular in the younger, with a 
stroma of fibrous connective tissue. 

The process began in the superior part of the 
cava near the outflow of the two innominates 
with an annular enlargement of the intima in- 
volving the entire circumference of the vein 
formed of a conglomeration of miliary tubercles. 
By the addition of more and more tubercles the 
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lumen became smaller and smaller. Finally the 
endothelium was destroyed and the tuberculous 
tissue fused, obliterating the lumen completely 
from the upper part of the cava to the auricle. 
At the time of death only a small portion of 
lumen still remained as a blind fissure in the 
auricular end. 

It was undecided which was the primary fo- 
cus, the old lesion in the right lung or the lesion 
in the superior vena cava. It was also possible 
that both were secondary to a contemporaneous 
blood infection, in which case part of the in- 
fected material stopped in the cava and a part 
lodged in the lung. It is also possible that the 
focus in the lung was bronchogenic. : 

The acute miliary tuberculosis was thought 
to have had its dissemination from the project- 
ing mass of the vein. 

Of special significance is the fact that the 
superior vena cava closed completely without ex- 
isting signs of venous stasis or of edema in the 
superior parts of the body, and perhaps also 
without their ever being manifested at any time 
during the patient’s life. This singular occur- 
rence has not been observed in other cases of 
obliteration of the superior vena cava. It could 
not have happened but for two conditions: (1) 
that the closure of vein was produced very 
slowly; (2) that the compensatory collateral cir- 
culation was easy and perfect. 

Banti did not find in the medical literature 
another case of tuberculosis of blood vessels 
which resembled his case. 

In our case, the vessels affected by the ob- 
literation of the lower part of the left internal 
jugular, both innominates except for a small 
superior part of the right and entire superior 
vena cava; and the collateral circulation estab- 
lished in returning blood from head, neck, arms 
and thorax to the right auricle by way of the 
inferior vena cava is well shown by means of 
a diagrammatic illustration aFig. 5). As the left 
internal jugular, vertebral and inferior thyroid 
a diagrammatic illustration (Fig. 5). As the left 
side of the head had to drain either by means 
of the left external jugular alone or to pass by 
capillary anastomosis to the right external jugu- 
lar, internal jugular and vertebral veins into 
the subclavian, axillary, join with the blood 
from the cephalic, brachial and basilic of the 
right arm and pass by way of the right lateral 
thoracic, thoraco-epigastric, superficial epigastric 
into the right great saphenous, femoral, external 
iliac, common iliac and inferior vena cava to 
the right auricle. The right inferior thyroid also 
met with obstruction. 
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The blood from the left external jugular, after 
reaching the left subclavian, passed into the ax- 
illary, where it was joined with the blood from 
the cephalic, brachial and basilic of the left arm, 
passed by the left lateral thoracic, thoraco-epi- 
gastric and superficial epigastric into the left 
great saphenous, femoral, external iliac, common 
iliac and inferior vena cava to the right auricle. 

As the right internal mammary was obstructed 
at its entrance into the right innominate, the 
blood from the right anterior thorax was there- 
fore carried by means of the right anterior in- 
tercostals and subcostal, dilated superior epi- 
gastric and inferior epigastric into the external 
iliac, common iliac and inferior vena cava to 
the right auricle. As the left internal mammary 
was obstructed at its entrance into the left in- 
nominate, the blood from the left anterior tho- 
rax was therefore carried by means of left ante- 
rior intercostals and subcostal, dilated superior 
epigastric and inferior epigastric into the exter- 
nal iliac, common iliac and inferior vena cava to 
the right auricle. 

The azygos was obstructed at its entrance 
into the superior vena cava and the left highest 
intercostal at its entrance into the left innomi- 
nate. Therefore the blood from the right and 


Fig. 5 
Blood from head, neck, arms and thorax returns to the 
heart by means of a collateral circulation and the in- 
ferior vena cava. The obliterated vessels are darkly 
shaded. 
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left posterior intercostals and subcostals draining 
into the right and left highest intercostals, azy- 
gos, hemiazygos and accessory hemiazygos 
passed by means of dilated right and left ascend- 
ing lumbars, lumbars and ileolumbars into the 
common iliacs and inferior vena cava to the right 
auricle. 


Briefly stated, all the blood from head, neck, 
arms and thorax returned to the heart by means 
of a collateral circulation and the inferior vena 
cava. 


The entire systemic venous system, except 
that of the heart, was in a state of chronic pas- 
sive congestion, and many normally insignificant 
veins had become prominent. This explained 
such symptoms as dyspnea, orthopnea, cyanosis 
and dropsy. Hoarseness and cough were due to 
pressure of the enlarged right innominate vein 
on the right recurrent laryngeal nerve. 


To be emphasized is the complete closure of 
the lumen of the obliterated vessels and the in- 
tact endocardial covering of the auricular ori- 
fice of the superior vena cava. 

The anomaly of the left common carotid ar- 
tery taking origin from the innominate artery 
might suggest that the closure of the auricular 
orifice of the superior vena cava was congenital. 
Could the patient have had her abnormal circu- 
lation for 24 years? After a congenital closure, 
tubercle bacilli from the focus in the lung or 
pleural cavity could have entered the circulation 
and could have settled out from the blood into 
the superior vena cava causing the endophlebitis. 
This might explain the occurrence of a tuber- 
culous endophlebitis of the superior vena cava 
which must be considered very rare. 


CONCLUSION 


(1) The second case of tuberculous endophle- 
bitis with obliteration of the superior vena cava 
is reported. 

(2) The occlusion was complete. 


(3) The blood from the entire systemic ve- 
nous circulation except that from the heart en- 
tered the right auricle by means of the inferior 
vena cava. 

(4) The entire systemic venous circulation 
except that of the heart was in a state of 
chronic passive congestion. 

(5) The collateral circulation is recorded dia- 
grammatically. 

(6) The anomaly of the left common carotid 
artery taking origin from the innominate artery 
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might suggest that the closure of the auricular 
orifice of the superior vena cava was congenital.* 
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DISCUSSION (Abstract) 


Dr. Neuton S. Stern, Memphis, Tenn—An unusual 
case always brings up in my mind the question, could 
an approximately correct diagnosis have been made from 
the clinical data? Often it can be, if we take the time 
to consider the facts carefully. 


Here there is unquestionably a lesion in the mediasti- 
num large enough to cause pressure symptoms; these 
symptoms are the swelling of the vessels of the head, 
neck and arms with cyanosis of these parts. The fluid 
in the right chest indicates that the azygos vein is in- 
volved in the process. The x-ray findings show that 
the process is extensive, not only involving the medias- 
tinum but the lung parenchyma as well. The x-ray is 
furthermore highly suggestive of tumor growth. 


The presence of enlarged veins over the chest and 
abdominal wall indicates that the process is severely 
obstructive, but slowly developing so that time is given 
for the development of this collateral circulation. 

Ascites and edema of the extremities show that the 
total circulation has been definitely slowed up by the 
process. There is a possibility that the inferior cava is 
involved as well as the superior. So much is clear, 
then, that there is a lesion of considerable severity, du- 
ration and extent in the mediastinum. Is there any 
evidence that helps to determine the type of lesion 
present ? 

The x-rays show circumscribed borders which cer- 
tainly suggest neoplastic tissue of some type. The 
cycles of fever in the previous two years are not against 
this; especially Hodgkin’s is possible. But the severity 
of the obstructive phenomena, dyspnea and cyanosis, 
with great improvement following, four cycles of this 
certainly does not resemble the remorseless though 
sometimes hesitating progress of neoplastic disease. 

The spells of fever may just as we!l signify exacerba- 
tions of infection. There are two chronic infections 
that produce distinct tissue infiltration. Syphilis is one 
of these and a four plus Kahn makes it likely, but it is 
not so common as the other disease, and the presence 
of syphilis may be merely a concomitant finding. The 
second infection is tuberculosis. The patient is rela- 
tively young, the seat of the lesion is a common one, 
the mediastinal lymph nodes, and these nodes some- 
times become quite large, extending into the lung with 
a fairly well defined border. The increase of symp- 
toms, with fever and malaise, and the production of 
sputum are all compatible. There is no evidence against 
this. Whether the process compresses the veins from 


*We are indebted for the illustrations and photomicrographs 
of this case to Mr. Joseph L. Scianni, Artist, University of Ten- 
nessee, Pathological Institute. 
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without or blocks them from within is clinically of no 
significance unless metastatic lesions should be found. 

Reviewing the evidence from the hind side, it is evi- 
dent now that a fairly accurate diagnosis of this un- 
usual situation could possibly have been made in ad- 
vance. 


ROGER ANDERSON APPARATUS IN 
FRACTURES OF THE LOWER 
EXTREMITY* 


By James R. Bost, M.D., 
Houston, Tex. 


An apparatus using the sound leg for counter 
traction has been in general use among ortho- 
pedists for several years. This apparatus con- 
sists of two bars of steel incorporated in a double 
plaster-of-Paris spica with a windlass placed be- 
tween the bars near the end of the apparatus a 
few inches distal to the foot on the injured side. 
The spica extends from above the rib margin 
to the knee on the affected side and includes 
the foot on the sound side. Adhesive plaster is 
applied to the injured leg for traction. As pull 
is exerted on the affected side, counter pressure 
is made on the sole of the opposite foot. This 
apparatus was devised by Dr. Michael Hoke! 
about 1916 and he referred to the method as 
“plaster traction.” It was never reported by 
him, although he exhibited it to surgeons visiting 
his clinic and in April, 1926, when the American 
Orthopedic Association met in Atlanta, he pre- 
sented models and cases illustrating the princi- 
ple. I first used the apparatus in 1921, since 
which time I have used it more or less routinely 
where traction was needed in congenital disloca- 
tions of the hip and in the treatment of certain 
fractures of the femur in children. 

Since Dr. Hoke brought this principle to our 
attention numerous modifications have been 
used, each modifier adding his own ideas. Most 
of these changes have tended to lessen the 
amount of plaster applied and to allow more 
freedom of motion to the patient. 

In October, 1931, Dr. Roger Anderson? re- 
ported a method of well leg counter traction in 
which he used skeletal traction and limited the 
plaster immobilization to the legs and feet, thus 
allowing the patient to assume the sitting pos- 
ture. Dr. Anderson’s apparatus also allows easy 
adjustment of rotation on the affected side. Dis- 


*Read in Section on Bone and Joint Surgery, Southern Medical 
Association, Twenty-Sixth Annual Meeting, Birmingham, Ala- 
bama, November 15-18, 1932. 
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cussion of the construction, use, and application 
of this apparatus is unnecessary since these de- 
tails have been reported by Dr. Anderson.* 

In treating fractures of the hip in elderly per- 
sons I have felt that the danger of complica- 
tions would be lessened if it were possible to 
allow the patient a greater range of activity dur- 
ing treatment. It is conceded that complete 
immobilization of the patient is not conducive 
to his general well-being and often is a direct 
factor in causing distressing complications. For 
this reason I was impressed by Dr. Anderson’s 
apparatus, since his method would allow flexion 
and extension of the hip while treatment was 
in progress. This added freedom is the greatest 
advantage which his apparatus has over the 
usual methods. 

In addition to this major advantage, it is pos- 
sible, should the necessity arise, to apply the 
Roger Anderson apparatus outside of the hospi- 
tal and in the majority of cases with only local 
anesthesia. Nursing care is simplified and per- 
sonal visits by the attending surgeon can be 
greatly reduced. Another item of considerable 
importance to the average patient is that the 
hospitalization can be shortened. In this small 
series of cases the average number of hospital 
days is five and four-fifths after the apparatus 
was applied. (Four patients reported in this 
paper who remained in the hospital for reasons 
other than the fracture are not included in this 
average. ) 

It is well to consider the mechanisms by which 
reduction is obtained in fractures of the neck of 
the femur. When the Anderson apparatus is 
used, traction through the long axis of the limb 
is applied by turning the wing nut on the sound 
side. Counter traction comes through the up- 
ward thrust on the well leg. Abduction is se- 
cured by tilting the pelvis. Internal rotation is 
accomplished ard maintained by adjusting the 
toothed clutch at the end of the apparatus on 
the injured side. It is obvious that hyperexten- 
sion at the hip joint cannot be maintained by 
this apparatus. In the one case of fractured 
neck of the femur reported here, in which union 
has occurred, the fragments were impacted so 
solidly that union would probably have been se- 
cured with little or no treatment. Sufficient 
time has not elapsed to report end-results on the 
other fractures of the neck of the femur. For 
these reasons I am unable to say whether or not 
fixed hyperextension is necessary for union of 
the fracture, but I can say that it is not neces- 
sary for an accurate reduction of the fracture 
itself (Figs. 1, 2, 3 and 4). In old fractures 
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of the long bones of the lower extremities, 
where there is overriding or bowing with short- 
ening of the musculature, it has been found that 
both the soft tissue contracture and the skeletal 
deformity can be gradually overcome by means 
of the Roger Anderson apparatus without the 
shock which attends immediate operative reduc- 
tion (Cases 7 and 8). 


I have not determined the actual amount of 
pull that can be exerted by the apparatus with- 
out causing injury to the sound leg. However, 
I am convinced that a sufficient pull can be 
exerted to justify its use in any fracture of the 
lower extremity in which extension is desired 
and in which this apparatus is indicated. 

From time to time objections have been raised 
against the use of the Steinman pin, the princi- 
pal objection being the possibility 
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the Steinman pin, the Roger Anderson apparatus was 
applied. The patient was discharged from the hospital 
eight days after the application of the apparatus. On 
June 25, the patient was up in a wheel chair. The 
appliance was removed in a little less than three months, 
when roentgenograms demonstrated union. On October 
8, roentgen examination revealed solid union with no 
evidence of absorption of the neck. 


Case 2 (Figs. 1 and 2).—S. B. J., a woman, age 67 
vears, weight 130 pounds, had a transverse fracture of 
the neck of the left femur. The patient fell and in- 
jured her left hip on July 31, 1932. I first saw her 
on August 1. Examination revealed pain on motion 
of the left hip with an external rotation and flexion 
deformity. Roentgenograms demonstrated a transverse 
fracture of the neck of the left femur with a displace- 
ment of fragments. On the same day a Roger Ander- 
son apparatus was applied and traction begun. Roent- 
genograms the following day showed good reduction of 
the fracture. The patient was ready for discharge from 


of injection. In a number of cases, 
in addition to those in this report, 
I have used these pins and allowed 
them to remain through the bone 
for varying periods of time, the 
shortest in this series being seven 
weeks and the longest four months. 
I have yet to see infection follow- 
ing their use. The reason for this 
may be that I have found it un- 
necessary to make a_ preliminary 
incision for the insertion of pins. 
The short time which I have used 
this apparatus obviously places this 
paper in the category of a prelimi- 
nary report and it should not be 
assumed that end-results are being ™ _ 
reported, none of my patients hav- 
ing reached the point where a cor- 


Fig. 1, Case 2 (left). Fractured neck of the femur before reduction. 
Fig. 2, Case 2 (right). Five days after reduction. 


rect evaluation of end-results can 
be made. I feel certain that a very 
definite place will be found for this 
apparatus in treating fractures of 
the lower extremity, including uni-_ 
lateral fractures of the pelvis. 


Case 1—McN., a man, age 48 years, 
weight 190 pounds, had an impacted cen- 
tral fracture of the neck of the right 
femur. The patient fell off a porch May 
22, 1932. On May 23, a long plaster 
spica was applied to the right leg after 
the method of Whitman. Spinal anes- 
thesia was used. On the morning of 
May 24, he developed an acute myo- 
cardial insufficiency. He lost conscious- 
ness and his pulse was imperceptible. 
The plaster spica was removed. He re- 
sponded to treatment and improved to 
such an extent that on May 31, with the 
use of novocaine for the introduction of 


Fig. 3, Case 3 (left). Fractured neck of the femur before reduction. 


Fig. 4, Case 3 (right). Seven weeks following reduction, showing some absorp- 
tion of the neck. 
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the hospital on August 8, but on account of the fact 
that she lived a considerable distance from Houston 
and was suffering from senile dementia, she remained 
in the hospital at the request of her relatives until Sep- 
tember 11. 


Case 3 (Figs. 3 and 4).—E. B., a woman of 79 years, 
weight 104 pounds, had a central fracture of the neck 
of the right femur. On September 18, 1932, she fell 
down the steps and injured her right hip. Two days 
later a Roger Anderson apparatus was applied in the 
hospital, using local anesthesia for introduction of the 
Steinman pin. She was discharged from the hospital 
four days later and in another four days was up in a 
wheel chair. Roentgenograms taken on November 5 
showed good position of the fragments, but some ab- 
sorption of the neck of the femur (Fig. 4). 


Case 4 (Figs. 5 and 6)—R. K. G., a man, age 42 
years, weight 110 pounds, had an_intertrochanteric 
fracture of the right femur. On August 3, 1932, he 
fell from a ladder and injured his right hip. When 
seen on this date the patient was nervous, very much 
underweight and anemic. The Steinman pin was in- 


Fig. 5, Case 4 (left). Intertrochanteric fracture of the femur. 


Fig. 6, Case 4 (right). Seven weeks after reduction. 
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troduced under local anesthesia and the Roger Ander- 
son apparatus applied. Ten days later he left the hos- 
pital. The apparatus was removed on September 26, 
making a total of 51 days from the date of applica- 
tion. The fragments were shown by roentgenograms to 
be in good position and firmly united. 


Case 5 (Figs. 7 and 8)—The case of P. L., a man, 
age 49 years, weight 220 pounds, was diagnosed as: 
(1) fracture of the right ilium through the acetabulum 
with a partial central dislocation of the head; and (2) 
fracture of the descending ramus of the right pubic 
bone. The patient was injured in an automobile acci- 
dent June 16, 1932. He came under my care eight 
days later. On June 25, a Roger Anderson apparatus 
was applied, using local anesthesia for introduction of 
the Steinman pin. Traction was begun and roentgeno- 
grams of the pelvis revealed satisfactory reduction of 
the fragments. This patient remained in the hospital 
four days after the apparatus was applied. He was 
up in a wheel chair 12 days after reduction. On Au- 
gust 6, roentgenograms showed firm union of the frag- 
ments and the apparatus was removed (Fig. 8). 


Case 6—A. Q. a woman, age 84 
years, weight 106 pounds, had a fracture 
of the middle of the shaft of the left fe- 
mur and a fracture of the right clavicle 
and Colles’ fracture of the right forearm. 
The patient fell down stairs January 15, 
1932. Because of the danger of strict 
confinement in the recumbent position 
which would be necessary if any of the 
usual methods of traction were used, it 
was decided to do an open reduction. On 
January 17, the femur was plated. On 
April 5, roentgenograms revealed some 
antero-lateral bowing with evidence of 
delayed union. On this date the bow- 
ing was corrected and a new spica was 
applied. On July 19, roentgen examina- 
tion demonstrated that bowing had re- 
curred with consequent dislodgement of 
one end of the plate. It was felt that a 
Roger Anderson apparatus was indicated. 
The plate was removed under ethylene 
anesthesia and the Anderson apparatus 
applied. I was able to correct and main- 
tain alignment of the fragments with the 


apparatus and the patient has had much 
more comfort and freedom than she ex- 
perienced while in the plaster spica. 
Roentgenograms made on October 31 
show new bone formation. 


Case 7—F. V. C., a boy of 13 years, 
weight 70 pounds, had an old fracture 
with non-union and malposition of the 
middle of the shaft of the right femur. 
In November, 1931, he fractured the 
right femur while playing football. He 
was treated by Dr. M. with Buck’s exten- 
sion for six weeks, followed by a plating 
of the femur. When the patient was al- 
lowed to walk the femur began to bow 
at the site of the fracture. This bowing 
noticeably increased until eight months 
later (August 31), when the patient came 


Fig. 7, Case 5 (left). Fracture of the ilium and descending ramus of the pubis. under my care. On this date the well 


Fig. 8, Case 5 (right). Six weeks after reduction. 


leg traction apparatus was applied, using 
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local anesthesia for inserting the Stein- 
man pin. On September 13, the angula- 
tion of the femur and muscle shortening 
was overcome sufficiently to warrant op- 
eration. On September 15, a sliding bone 
graft operation was done with the An- 
derson apparatus still in place. Align- 
ment was maintained by slight traction. 


Case 8—A. B., a man, age 35 years, 
weight 145 pounds, had a_ transverse 
fracture of the shaft of the left femur 
at the junction of the upper and middle 
thirds. The patient was injured in an 
automobile accident on August 4, 1932, 
and was treated in a rural hospital. The 
case was referred to me on September 8. 
Roentgenograms showed a fracture at 
the junction of the upper and middle 
thirds of the left femur with massive 
callus formation. There was a three-inch 
overriding of the fragments. By manip- 
ulation under spinal anesthesia we were 
able to fracture the new bone formation. 
On September 19, a Roger Anderson appa- 
ratus was applied. The Steinman pin was introduced 
under local anesthesia. With a moderate amount of 
traction the position was corrected until there remained 
only one-half inch of shortening. On September 21, 
the fracture was plated by open operation. 


Case 9—G. Y., a woman, age 45 years, weight 181 
pounds, had a comminuted fracture of the upper end 
of the right tibia. On September 17, 1932, the patient 
fell down a short flight of steps and injured her right 
knee. One attempt at closed reduction was made 
without success. On September 23, an attempt was 
made to secure the fragments in place with a long 
wood screw. Subsequent roentgenograms revealed this 
to be unsuccessful. On September 30, the long screw 
was removed and replaced by a short one. This was 
also unsuccessful. When she was first seen by me on 
October 11 there was swel'ing about the right knee 
with lateral displacement of the tibia on the femur. 
Roentgenograms showed a comminuted fracture of the 
upper end of the right tibia involving the knee joint. 
There was one and one-quarter inches shortening. The 
Roger Anderson apparatus was applied and the small 
screw which had previously been introduced was re- 
moved. Traction was applied to the limb and roentgen- 
ograms on October 12 revealed a correction of the 
shortening and good alignment of the fragments. 


Case 10 (Figs. 9 and 10) —K. H., a woman, age 48 
years, weight 158 pounds, had a comminuted fracture 
of the upper end of the right tibia. The patient fell a 
distance of about eight feet on September 27, 1932, 
and injured the right knee. She was referred to me 
on October 1. There was marked swelling of the 
knee, genu valgum, and one inch of shortening in the 
right lower extremity. Roentgenograms revealed a 
comminuted fracture of the upper end of the tibia ex- 
tending into the knee. On October 3, the Roger Ander- 
son apparatus was applied. Local anesthesia was used 
to insert the Steinman pin. Traction was begun and 
roentgerograms taken 3 days later showed that the 
shortening had been overcome and fragments were in 
good position. Six weeks later roentgenograms revealed 
good union. 
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Fig. 9, Case 10 (left). Comminuted fracture upper end of tibia. 
Fig. 10, Case 10 (right). Six weeks after reduction. 
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DISCUSSION (Abstract) 


Dr. W. B. Carrell, Dallas, Tex—The principle of trac- 
tion as applied by Dr. Anderson seems sound and in a 
few cases has, in our experience, been comfortable and 
efficient. In one case of comminuted fracture of the 
femur, with pin fixation in the lower fragments, the 
result was excellent. This was a compound fracture at 
the lower third, of five months’ duration, with over- 
riding. The apparatus was applied, fragments were re- 
leased by open operation, and in two weeks two inches 
of overriding had been corrected. Union occurred fol- 
lowing this procedure and the infection gradually be- 
came less and is now almost well. Another compound 
fracture in the middle third of the femur did not re- 
main in good position, even with counter pressure, which 
we attributed to a lack of fixation by the apparatus. 
It appeared to us that the Roger Anderson sp'int was 
good in fractured femurs only when a pin was inserted 
in the lower fragment for the traction or to supplement 
the pin in the leg for the purpose of holding the lower 
fragment in good alignment. 

We have used the method in two cases of fracture in 
the neck of the femur. Both were reduced to excellent 
positions. One united, the other did not. The case 
going to non-union remained in excellent position 
throughout, but never was well impacted and absorp- 
tion appeared at the proximal fragments. In both of 
these cases we had attempted on getting sufficient trac- 
tion to impact the head through pounding on the tro- 
chanter. We have not been well impressed with the 
adaptability of this splint for neck fractures because it 
appears to distract the fracture rather than to impact 
it as seems desirable in fractures of the neck of the 
femur. In two cases used for the purpose of traction 
in children preliminary to a hip operation the method 
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has been admirable. The hip was pulled down until 
the head was opposite the acetabulum during a period 
of ten days or two weeks, permitting operation without 
the tension usual in such cases. We have not used the 
method in compound leg fractures, but it seems desirable 
that a fixed traction which would permit a change of 
dressings without disturbing the relation of bone would 
be well applied by this method. The ideal indication 
in our opinion has been in fractures through the tro- 
chanter. These were discussed in Dr. Speed’s paper. 


Dr. J. Albert Key, St. Louis, Mo—As has been 
stated, the Anderson apparatus embodies a principle 
used by Dr. Hoke for some years and I have been im- 
pressed by the fact that with Dr. Hoke’s method a 
given amount of traction appears to be more efficient 
than with other methods. I believe that the Anderson 
apparatus is good for the treatment of trochanteric 
fractures at the hip, but I do not believe that it is good 
for fractures through the neck of the femur, nor do-I 
believe that it is as efficient as many other methods 
for fractures of the shaft of the femur or for other 
fractures in the lower extremity. The fact that one 
surgeon can get good results with a method which he 
uses extensively does not mean that it is necessarily 
the ideal method in the hands of the average surgeon. 


Dr. Joseph I. Mitchell, Memphis, Tenn—The treat- 
ment of fractures with the Roger Anderson splint de- 
pends upon skeletal traction to the injured leg while 
employing the uninjured leg for counter traction. This 
method is claimed by Dr. Anderson to be an original 
and effective means of securing constant traction. We 
all know that in the treatment of fractures the impor- 
tant thing is what kind of doctor is using the splint, 
and not what kind of a splint the doctor is using. 

My own experience with the well leg counter traction 
splint is limited to one case. Dr. Anderson visited in 
Memphis last spring just after the American Medical 
Association meeting. I had the pleasure on that occa- 
sion of watching and assisting him to apply the splint 
to a patient who had a fracture of the pelvis involving 
the acetabulum with a central dislocation of the head 
of the femur. This would probably have been an ideal 
case for traction immediately after the injury, but, un- 
fortunately at the time we first saw the patient, the 
fracture was of six weeks’ duration. Reduction was not 
accomplished, and an open operation was performed 
later. In fairness, however, it should be stated that 
the failure was undoubtedly due to the dense fibrous 
adhesions and bony callus which were present and not 
to mechanical inefficiency of the splint. 

My personal belief is that comparatively few frac- 
tures require skeletal traction and that the majority 
of cases may be treated by other methods. When skele- 
tal traction is needed, the Roger Anderson splint is a 
convenient and efficient appliance. It would seem to 
be particularly applicable to certain fractures of the 
pelvis and to intertrochanteric and subtrochanteric frac- 
tures of the femur. I am by no means convinced that 
the method provides sufficient immobilization for treat- 
ing central fractures of the neck of the femur, nor do I 
believe that it is the method of choice for treating 
fractures of the shafts of the femur and the tibia. 


Dr. Bost (closing) —Those discussing this paper seem 
of the opinion that the apparatus is ideal in the treat- 
ment of intertrochanteric fractures, but that it is prob- 
ably not the best method of treating fractures of the 
neck or shaft of the femur or of the shaft of the tibia. 
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To some extent this coincides with the opinion I have 
formed. I agree with Dr. Mitchell that his patient with 
a fracture of the pelvis was not a fair test of the appa- 
ratus, since consolidation and scar tissue formation had 
taken place before the beginning of treatment. In uni- 
lateral fractures of the pelvis my results have been 
much better than those achieved by any other method 
which I have used. I have become convinced that the 
Roger Anderson apparatus is the method of choice in 
these fractures. 

In fractures of the femur with malunion and marked 
overriding, the apparatus may be used to overcome the 
shortening of the soft tissues without the shock which 
often follows immediate reduction. In treating frac- 
tures of the lower extremity with this apparatus, there 
is a reduction of hospital days, which is a very definite 
advantage over other methods of treatment. Although 
this apparatus is not a cure-all for fractures of the 
lower extremity, it is definitely indicated in unilateral 
fractures of the pelvis, intertrochanteric fractures, com- 
minuted fractures of the upper end of the tibia, and 
fractures of the femur with malunion and overriding. 
The fractures coming under the last classification would 
not have had the same results with the same ease and 
lack of shock by any other treatment. 


I feel that the apparatus was definitely indicated in 
all the cases reported in this paper except the fractures 
of the neck of the femur. My reason for excepting these 
fractures is that enough time has not elapsed to de- 
termine end-results. As to its applicability to the re- 
mainder of the fractures of the lower extremity, fur- 
ther experience will be necessary before I will be will- 
ing to pass judgment. I am giving the apparatus a fair 
trial and at some future date I intend reporting end- 
results and giving my opinion as to the indications for 
its use. 


THE ROLE OF THE AUTONOMIC NERV- 
OUS SYSTEM IN AFFECTIVE 
BEHAVIOR* 


By ALBERT Kuntz, M.D., 
St. Louis, Mo. 


Affective, or emotional, states may be regarded 
as complex responses to stimulating situations 
carried out according to typical reaction pat- 
terns which are determined by the inherited 
nervous organization of the individual. The so- 
matic manifestations of affectivity are subject to 
modification by training and voluntary inhibi- 
tion; the visceral manifestations are not subject 
to direct voluntary control, but are not wholly 
independent of the somatic manifestations and 
may be modified in some measure by reason of 
the control or inhibition of the latter. The vis- 
ceral reactions to affective stimulation are medi- 
ated through the autonomic nerves and are con- 


*Read in Section on Neurology and Psychiatry, Southern Medi- 
cal Association, Twenty-Sixth Annual Meeting, Birmingham, Ala- 
bama, November 15-18, 1932. 

*From the St. Louis University School of Medicine. 
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cerned mainly with changes in the functional 
states of the visceral organs, including the car- 
diovascular system, which, in a large measure, 
determines the availability and distribution of 
energy in the body. 

Nature of Visceral Affective Reactions —Af- 
fective behavior varies within wide limits both 
in its outward and inward manifestations. In 
some instances, the outward manifestations are 
almost imperceptible; the inward manifestations 
also involve but slight changes in the visceral 
functions. In other instances, the outward 
manifestations are characterized by commotion 
and the mobilization of energy or the inability 
to mobilize energy; the inward manifestations 
involve marked changes in the visceral functions. 
In general, the stronger emotional states are 
characterized by attempts to retreat from spe- 
cific stimulating conditions or to become ad- 
justed to them. For example, fright is charac- 
terized by a mass reaction of the body designed 
to remove it from the source of stimulation. 
Anger or rage, on the other hand, is character- 
ized by a mass reaction towards the stimulating 
object. Both reactions require the expenditure 
of energy and the visceral responses are essen- 
tially the same in both. They involve increased 
medulli-adrenal secretion, inhibition of gastro- 
intestinal motility, cardiac acceleration, periph- 
eral and splanchnic vasomotor changes, dilata- 
tion of the bronchioles and increased ventilation 
of the lungs, liberation of sugar from the liver, 
stimulation of the sweat glands and erector pili 
muscles, pupillary changes, and so on, all of 
which may be regarded as factors in rendering 
possible the physical exertion which may be nec- 
essary in order to allow the natural impulse to 
prevail. 

Central Nervous Mechanisms of Affective Be- 
havior —The results of not a few experimental 
studies carried out in an effort to localize the 
centers in the central nervous system through 
which affective behavior is mediated show 
clearly that these centers are localized in the 
diencephalon, particularly in the hypothalamus 
and the walls of the third ventricle. The chief 
centers for the regulatory control of the auto- 
nomic functions of the body also are situated 
in this portion of the diencephalon, which in- 
cludes some of the most primitive diencephalic 
mechanisms and, in the lower vertebrates, con- 
stitutes the highest regulatory center, not only 
for the visceral functions, but also for the co- 
ordinated somatic reactions. In the experi- 
mental studies of Bard (1928), carried out on 
cats, typical sham rage developed regularly after 
removal of all parts of the forebrain above the 
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middle of the diencephalon and after ablation 
of the dorsal part of the thalamus. It failed to 
develop, however, after separation of the ventral 
and most caudal portions of the diencephalon 
from the midbrain. The results of these experi- 
ments seem to warrant the conclusion that the 
expression of rage is dependent on the integrity 
of centers located in the ventral and caudal 
portion of the diencephalon. The manifesta- 
tions of other affective states, doubtless, also 
depend on the integrity of this portion of the 
brain stem. 


Stimulation of Affective Centers—The dien- 
cephalic centers through which the emotional re- 
actions are carried out probably are stimulated 
by afferent impulses of any kind which reach 
the thalamus. This is suggested by the wide 
variety of peripheral and visceral stimuli which 
elicit emotional responses. For example, Wat- 
son (1925) has shown that loud sounds and in- 
dications of loss of support are the natural stim- 
uli for the reaction of fear in infants. Limit- 
ing or hampering the freedom of bodily move- 
ments in infants is a natural stimulus to rage. 
Tickling of the skin in children as well as adults, 
likewise, commonly provokes laughter. Anxiety 
or distress may result from impulses received 
through the special sense organs or from im- 
pulses arising in the viscera by reason of vis- 
ceral dysfunction. Indeed, emotional states 
may be induced by impulses reaching the dien- 
cephalon through almost any set of afferent 
nerves. Our emotional reactions, furthermore, 
become still further complicated by the condi- 
tioning of indifferent stimuli. For example, if 
a given object which of itself arouses in the 
baby a pleasurable emotion is presented repeat- 
edly, but at the same time a loud sound is 
made, the baby manifests fear; the object has 
become a conditioned stimulus for the fear reac- 
tion evoked by the loud sound. Thereafter the 
baby manifests fear whenever the object in 
question is presented. In ways similar to this, 
indifferent circumstances of an emotion may be- 
come effective stimuli for the renewal of the 
emotion even in the adult, particularly in indi- 
viduals of unstable emotional balance. 

Conduction Pathways Employed.—The affer- 
ent pathways through which impulses arising 
at the periphery reach the diencephalon are well 
known. For example, all exteroceptive impulses 
from the general body surface are mediated 
through the spinal and trigeminal lemniscus sys- 
tems. Impulses arising in the skeletal muscles, 
tendons and joints are conducted through the 
medial lemniscus system. The pathways in the 
central nervous system which convey visceral 
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afferent impulses to the thalamus are less clearly 
defined. They probably are made up mainly of 
short neurons with frequent relays in the gray 
matter of the spinal cord and medulla oblongata. 
Our knowledge of the efferent fiber tracts 
through which impulses emanating from the cen- 
ters in question in the diencephalon are con- 
ducted to the visceral and somatic efferent nuclei 
in the medulla oblongata and spinal cord as yet 
is meager. The data available at present indi- 
cate that some descending fibers emerge from 
the diencephalic nuclei in question through the 
periventricular system; others probably take a 
more direct course through the ventral portion 
of the diencephalon. In the lower levels of the 
diencephalon, according to Isenschmidt and 
Schnitzler (1914), descending fibers from the 
tuber cinereum are widely scattered throughout 
the ventral and medial portions of the cross 
section. According to Beattie, Brow and Long 
(1930), experimental lesions of certain of the 
hypothalamic nuclei are followed by descending 
degeneration into the spinal cord, indicating 
that the tracts in question pass partly into the 
reticular formation of the brain stem and partly 
into the intermediolateral cell column in the 
spinal cord. These descending fibers are partly 
crossed, but mainly uncrossed. They lie along 
the lateral and ventral borders of the central 
gray matter in the mesencephalon and eventually 
become concentrated in the ventral portion of 
the posterior longitudinal bundle and the dorsal 
portion of the reticular formation in the medulla 
oblongata. In the light of these findings, and 
other physiological data, the existence of de- 
scending fibers in the medulla oblongata through 
which impulses emanating from higher centers 
reach the visceral efferent nuclei must be con- 
ceded. The existence of descending pathways 
in the spinal cord which conduct visceral im- 
pulses has been amply demonstrated experiment- 
ally, but the exact courses of these pathways and 
their locations in cross sections of the spinal cord 
as yet are unknown. These pathways probably 
are composed of short fibers with frequent re- 
lays in the gray matter, and do not constitute 
compact fiber bundles. Neither can it be as- 
sumed, on the basis of our present knowledge, 
that every visceral function which is subject to 
influences emanating from centers in the medulla 
oblongata and diencephalon is subserved by a 
distinct system of fibers in the spinal cord. No 
long fiber tracts for the conduction of efferent 
visceral impulses have been recognized as yet 
in the spinal cord. 

Cortical Influence on Emotional Expression.— 
In view of the important role of visceral reac- 
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tions in emotional states, it is important to point 
out that no visceral organ which is innervated 
solely through the autonomic nervous system is 
known to be influenced directly by impulses em- 
anating from the cerebral cortex. It cannot be 
denied, however, that cortical processes, under 
certain conditions, influence visceral functions. 
It seems not improbable, therefore, that a par- 
ticular cerebral state may bring about a corre- 
sponding change in the general irritability of 
the gray matter in the medulla oblongata and 
spinal cord and thus exert an influence on the 
segmental centers through which the visceral or- 
gans in question are supplied. On the contrary, 
the influence of cortical processes on visceral 
functions probably can be explained quite as 
satisfactorily on the basis of the indirect con- 
nections of the cortex with the diencephalic au- 
tonomic centers. 

The somatic and visceral manifestations of 
emotional excitement differ with respect to their 
complete expression by reason of the fact that 
the skeletal muscles are governed by both the 
cortex and the diencephalon, whereas the vis- 
ceral organs are governed only by the diencepha- 
lon. For example, we may laugh voluntarily 
(cortical laughter) or spontaneously (thalamic 
laughter) or voluntarily inhibit or suppress 
spontaneous laughter. On the contrary, we can- 
not accelerate the heart, inhibit gastro-intestinal 
motility or increase the sugar content of the 
body by direct voluntary effort. Reactions 
which are subject to both cortical and dienceph- 
alic control may be dominated either by the one 
or the other set of neurons, depending on both 
objective and subjective factors. Under the ex- 
ercise of volition, the cortical neurons ordinarily 
predominate and hold the excited diencephalic 
neurons in check. Not infrequently such corti- 
cal inhibition is incomplete. For example, we 
often laugh or cry “in spite of ourselves.” There 
is then a conflict between the higher and lower 
centers for the control of certain bodily func- 
tions which not infrequently results in incoordi- 
nation and confusion. Since the visceral func- 
tions are not subject to cortical inhibition, the 
visceral concomitants of an effective state may 
prevail in the absence of decided external emo- 
tional expression. The cortical mechanism can 
neither initiate nor prevent those intense reac- 
tions in the diencephalon which increase the 
blood sugar, accelerate the heart, inhibit gastro- 
intestinal motility or produce other changes in 
visceral functions characteristic of emotional ex- 
citement, except insofar as the visceral expres- 
sion of the emotion may be modified by the re- 
pression of its external expression. The repres- 
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sion of an emotion, therefore, affects mainly its 
external manifestations. The cortical control of 
the outward manifestations of emotional excite- 
ment, nevertheless, results in less visceral tur- 
moil than would accompany free emotional ex- 
pression. The visceral manifestations of emo- 
tional excitement probably reach their maximum 
only when the external manifestations also are 
maximal. 


Influence of the Suprarenal Glands on Affec- 
tive States—Strong emotional stimulation in 
general results in an excessive discharge of epin- 
ephrine and other hormones into the blood 
stream and the liberation of sugar in excess of 
the normal requirements of the body. Not un- 
commonly this results in temporary glycosuria. 
Energy is thus supplied for the muscular exer- 
tion which may be called for, particularly in 
emotions like fear or rage. Under existing so- 
cial conditions this autonomic defensive mecha- 
nism, in a large measure, is held in restraint. 
It has been assumed by many that repeated ac- 
tivation of this mechanism, if unsatisfied by 
instinctive expression, may result in a morbid 
disposition. According to this view, the visceral 
reactions to emotional stimuli, in the absence of 
free external emotional expression, play an im- 
portant role in the causation of affective disor- 
ders, particularly in individuals with an unsta- 
ble or hyperirritable autonomic nervous system. 
Cannon and his associates, however, have shown 
that the output of epinephrine is increased by 
muscular activity, even though the muscular ex- 
ertion be very slight. The visceral reactions to 
emotional excitement also persist for some time 
after the stimulus has ceased to act. This prob- 
ably is attributable to the continued discharge 
of epinephrine brought about by the muscular 
exertion involved in the external manifestations 
of the emotion. 

Since even slight muscular exertion calls forth 
increased epinephrine secretion, it seems highly 
probable that what takes place on a large scale 
in emergencies takes place on a smaller scale in 
the ordinary behavior of the individual. The 
marked increase in the output of epinephrine 
during emotional excitement, doubtless, is due 
to the muscular exertion involved in the external 
manifestations of the emotion. This has an im- 
portant bearing on conduct during emotional 
stimulation as well as after the emotional stim- 
ulus has ceased to act, since it indicates the nat- 
ural effect of the full expression of a strong 
emotion and emphasizes the importance of lim- 
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iting that expression in order to avoid a persist- 
ent state of disquiet. 


The Influence of Autonomic Dysfunction on 
Affective States —In view of the important role 
of the autonomic nervous system in the visceral 
concomitants of emotional expression, it is evi- 
dent that the emotional life of the individual 
is determined, in a large measure, by the reac- 
tivity ard functional balance of the autonomic 
nervous system. The integrity of the autonomic 
system, however, is not essential to emotional 
experience. Cannon, Lewis and Britton (1927) 
have succeeded in removing both sympathetic 
trunks, from the superior cervical to the sacral 
ganglia, in cats, and keeping the animals alive 
and apparently healthy in the laboratory for 
many months. These animals, like normal cats, 
exhibited the external manifestations of rage in 
response to appropriate stimulation, but the hairs 
did not stand erect on any part of the body, nor 
did vigorous struggle result in an increase of 
blood sugar. Animals with the suprarenals, liver 
and heart wholly disconnected from the central 
nervous system also exhibited rage responses, 
but there was no discharge of epinephrine and 
no marked acceleration of the heart rate. The 
results of these experiments show clearly that 
emotional reactions to appropriate stimuli may 
occur in the absence of the usual visceral con- 
comitants. There is no reason, however, to as- 
sume that the emotional experience of the indi- 
vidual, under these conditions, is the equivalent 
of that resulting from the same stimulus under 
normal conditions. It would be erroneous, nev- 
ertheless, to say that the feeling of the bodily 
changes which occur spontaneously in an excit- 
ing situation constitute the emotion. The exist- 
ence of an affective state depends on the activa- 
tion of the appropriate centers in the central 
nervous system. If the central neurons are con- 
nected with the peripheral effectors, the latter re- 
act according to their usual mode, otherwise the 
peripheral response fails. 


The responses of the viscera to emotional ex- 
citement are too uniform to afford a satisfac- 
tory means of distinguishing between emotional 
states which, at least in man, differ widely in 
their subjective quality. For example, many of 
the visceral concomitants of anger, terror, anx- 
iety, grief or deep disgust are essentially similar. 
The differential features separating one emo- 
tion from another, therefore, cannot be found 
in diverse afferent impulses arising in the vis- 
cera. Visceral changes characteristic of emo- 
tional excitement elicited by means other than 
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emotional stimulation, furthermore, do not pro- 
duce an emotional experience. In experiments 
on human subjects carried out by Maranon 
(1924), injections of epinephrine in amounts 
sufficient to induce visceral changes characteris- 
tic of an emotion resulted in a state merely rem- 
iniscent of other times when the same visceral 
changes were noted, but produced no affective 
state. In general, afferent impulses arising in 
the visceral organs do not afford rich sensations 
based on functional changes in these organs. 
The great majority of visceral afferent impulses, 
particularly those emanating from the cardio- 
vascular system, probably do not reach the 
threshold of consciousness. Afferent impulses 
emanating from the skeletal muscles probably 
affect the quality of affective feeling more pro- 
foundly. Forced laughter, however, does not 
produce real joy, nor does forced weeping pro- 
duce real sorrow, as should be expected if the 
peculiar quality of the emotion were determined 
by the afferent impulses arising in effector or- 
gans. Head and his collaborators (1920) also 
have reported that the quality of feeling-tone is 
entirely absent from the sensations associated 
with appreciation of posture in patients with cer- 
tain diencephalic lesions, although this quality 
if intensified in relation to other sensations, no- 
tably those resulting from certain tactile, audi- 
tory and thermal stimuli. The data available at 
present lend little support to the theory that 
the quality of an emotion or the emotional ex- 
perience itself has its origin in afferent impulses 
arising in effector organs. The different emo- 
tional expressions are determined by the differ- 
ent combinations in which the subcortical cen- 
ters involved react. The quality of the emo- 
tional experience probably is determined mainly 
by the same reaction patterns. 

Although the visceral concomitants of an emo- 
tional state play but a minor role in determin- 
ing the quality of the emotional experience, it 
must be conceded that visceral disorders may 
initiate subjective emotional reactions. Under 
certain conditions, abnormal affectivity, doubt- 
less, may be initiated and maintained by auto- 
nomic dysfunction. On the basis of a study of 
600 patients with psychoses, Claude (1925) con- 
cluded that the intensity and rapidity of the 
morbid periods in the psychoses seem to be pro- 
portionate to the excitability of the autonomic 
nerves. On the basis of an extensive study of 


gastro-intestinal reactions to emotions in patients 
with psychoses, Lueders (1928) advanced the 
opinion that protracted chronic emotionalism 
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and morbid moods affect the visceral functions 
less and less, but exert their greatest damaging 
influence at higher levels, resulting in impair- 
ment of the mental and moral faculties and 
domination by uncontrolled emotionalism, ob- 
sessions and hallucinations. In view of all the 
data available, psychoses cannot be regarded 
merely as abnormal functioning of the brain or 
central nervous system. They represent changes 
in the entire individual. It may also be assumed 
that the mind, even under normal physiological 
conditions, is influenced by the entire body; 
consequently, psychical processes are not lim- 
ited to the cerebral cortex. Affective behavior 
must be regarded as a function of the organism 
as a whole; consequently, the emotional life of 
the individual is determined in part by the func- 
tional state of the autonomic nervous system. 
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DISCUSSION (Abstract) 


Dr. L. L. Hill, Jr., Montgomery, Ala—Undoubtedly 
the autonomic nervous system has many important 
functions with which we are not familiar. I should like 
to ask what peripheral or systemic effect would be 
expected from an alcoholic injection of the thoracic 
sympathetic ganglia. 


Dr. Kuntz (closing).—I assume that Dr. Hill’s ques- 
tion refers to the effect on the body as a whole of 
paralysis of a limited portion of the autonomic nervous 
system. In general, it may be stated that paralysis 
of any limited portion either of the sympathetic or the 
parasympathetic division of the autonomic system ex- 
erts a direct influence only on the parts of the body to 
which the fibers in question are distributed. For ex- 
ample, extirpation of the inferior cervical and first and 
second thoracic sympathetic ganglia, or alcohol block 
of the corresponding sympathetic nerves eliminates the 
vasomotor innervation as well as the innervation of 
the sweat glands of the upper extremity, neck and face 
on the same side. The data available at present do 
not indicate that such a procedure exerts an influence 
on the body as a whole except as blood pressure is 
affected by paralysis of the vessels in a limited area 
and as the regulation of temperature is affected by the 
cessation of sweat secretion in a limited area. 
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SUPERALIMENTATION* 


By Lea A. Ruety, M.D., 
Oklahoma City, Okla. 


Napoleon said that “an army travels on its 
belly”. This is as true, as trite and pithy a 
saying now as when he first made the observa- 
tion. Some individuals live to eat while some 
only eat to live. Food is that matter which we 
ingest into the body, which supplies tissue waste, 
produces energy, and thereby maintains heat in 
the grown up. In the preadolescent, material 
for growth has to be taken into consideration. 
Food, when ingested, undergoes a metabolism 
which completely changes its chemical and 
physical character. It is oxidized and hydro- 
lyzed to make suitable pabulum for the body 
needs. Physiologists are of the opinion that in 
normal persons all the food ingested is ab- 
sorbed, and therefore has to be used or de- 
stroyed. 

Thanks to the biological and government 
chemists, foodstuffs have been extensively stud- 
ied, until of the fundamental factors of nutrition 
we have an ever-increasing wealth of knowledge. 
“The law of the conservation of energy” is ap- 
plied and energy and heat are expressed in terms 
of calories with as much accuracy as the energy 
requirement of a steam engine or a gasoline 
motor, and the calculations show more economy 
of energy in the body. Actually only about 
one-fifth of the energy value of the food ap- 
pears as external work, that is, muscle work, but 
the body is more efficient than an ordinary 
steam engine in which a large amount of energy 
is dissipated as heat. Owing to the specific dy- 
namic action of foods, we can estimate the needs 
of an individual by his size, his body surface, 
his age, sex and the type of work he expects 
to do with as much accuracy as the amount of a 
certain specification of steam coal to carry a 
ship from one port to another can be ascer- 
tained. The fuel requirement will depend on 
the individual’s basal metabolism and his leaks 
from malfunctioning organs, which must be con- 
sidered like a loss of steam or a faulty fire box 
in one’s engine. This accuracy in knowledge of 
caloric values has been stimulated by the devel- 
opment of knowledge in treatment of diabetes. 
It is fortunate that the effects of diet were stud- 
ied before the days of insulin, as otherwise this 
knowledge might not have attained its present 


*Read in Section on Medicine. Southern Medical Association, 
Twenty-Sixtkh Annual Meeting, Birmingham, Alabama, November 
15-18, 1932. 
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high degree of accuracy. It was established 
when nutritional study was young that body heat 
and muscular energy obey the law of conserva- 
tion of energy. The calory as a symbol of nu- 
trition was designated, with the three elements 
of food, or “proximate principles”, proteins, fats 
and carbohydrates yielding their quota of energy 
and repairing waste. Now the emphasis of 
study has changed from quantity to quality. 
Each day a new component of a balanced diet 
appears in the form of a new vitamin or a new 
mineral element. The chemist has been aided 
by the careful studies of the biologist in deter- 
mining the foodstuffs which keep the body in 
equilibrium. 

Like eugenics, nutrition will never be governed 
with mathematical accuracy. Gluttony or over- 
eating will be with us always unless an economic 
factor steps into the breach. However, there 
is some regulatory mechanism that stimulates 
an appetite after brisk exercise or after a cold 
bath, exposure to cold, or a stimulus which 
raises basal metabolism. Superalimentation, like 
overdrinking, is a disease, and like other dis- 
eases should be classified as acute or chronic. 

Acute overloading of the stomach is generally 
the result of previous fastings. In travel bu- 
reaus where meals are furnished the overzealous 
eater may make himself ill. Since he must rest 
afterwards, he eventually gets less than a more 
moderate eater who has a steady appetite. 

The effects of gluttony are evanescent, like 
those of an acute debauch. A change of diet 
or some stimulus to the appetite such as an 
“apertief” or even pleasant company with enjoy- 
able conversations, may cause an acute over- 
indulgence. Samuel Johnson! dreaded overindul- 
gence, and when the misfortune overtook him 
at his famous Cheshire Cheese he spent the fol- 
lowing day in long tramps through the beauti- 
ful English countryside, and in his own words 
“forsook all ye rich and heavening foods”. Over- 
feeding is a relative question: what is overfeed- 
ing in one person may not be injurious over- 
feeding, though it be a superfluity, for another. 
The number of calories for basal maintenance 
of a man in bed would not do for an ambulatory 
man; a man in the tropics with little dissipation 
of heat would not be a yardstick for a man 
doing hard manual labor, especially in the Arc- 
tic region. The type of food would also be 


quite different, with carbohydrates predominat- 
ing in the tropics, and fats and proteins in the 
Arctics. The daily caloric intake would vary 
from 2,000 in certain cases to 6,900, which may 
be the ration of members of a football squad 
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in active training. A recent article on the 
changing diet of the American people? shows 
the Lucullian feasts which our forefathers in- 
dulged in, which vied with the tables set before 
royalty. Meats formerly dominated the regi- 
men, but modern statistics indicate an increas- 
ing consumption of dairy products, fruits and 
vegetables. 


There is evidently in normal man some regu- 
latory mechanism which balances appetite and 
desire for physical exertion.* Unconsciously a 
man who eats too much feels the need for a little 
more exercise, and he takes it; or if his activities 
are restricted his desire for food is lessened. 
Temperature is victu vitae sedentariae. When this 
safety valve action is obtunded in some persons, 
unconstrained appetite has its way, and we get 
the chronic type of overeating, which leads on 
to obesity. Normal individuals eating from 500 
to 800 calories above their basal maintenance, 
particularly with a lazy disposition, a happy-go- 
lucky phlegmatic temperament, will put on from 
eight to twelve pounds a year, or eight hundred 
or twelve hundred pounds in a hundred years. 
Advancing years with lessened activities, both 
mental and physical, with possibly the aid of 
some of the endocrine organs, add their quota 
to the extension of the waist line. Newburg? 
thinks that obesity is altogether a matter of 
overeating and that reducing the quantity of 
food and exercising the patient will bring him 
back to an estimated weight. I certainly con- 
cur with him. Frank Evans, with his low diets 
of 800 calories or less, but with protein balance, 
shows a very practical and satisfactory way to 
get away from the baneful effects of obesity in 
normal and pathological states. Bauer’s® studies 
on obesity show the dangers of endocrine diag- 
nosis. Washington Irving, who facetiously de- 
scribes the honorable Peter Stuyvesant, the big 
fat ruler of Manhattan, “His cheeks exact a very 
generous toll of every morsel of food passing 
by his lips”, evidently does not believe in endo- 
gehous obesity. 


In the study of political economy we deal with 
the law of supply and demand. In the realm 
of nutrition we have a parallel problem. Grant- 
ing a sufficient supply of savory food we must 
also have appetite and hunger. We get hunger 
in the normal individual, polyphagia in the dia- 
betic or in pancreatic deficiency, in cases of 
intestinal parasites, a patent pylorus, in vora- 
cious animals and in a pregnant and lactating 
woman or the bulimia or pica in the psychiatric. 


Carlson says: 


“When a distinction is made between bulimia and 
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polyphagia the latter is used to mean the excessive 
ingestion of food, that is, an absence of the sense of 
satiety or sensation of fulness, rather than an abnor- 
mally intense hunger sensation.” 


Haller says, among animals, those having’ 
the shortest span of life are the most vora- 
cious eaters. The caterpillar eats and defecates 
almost continually. Certain mental and nerv- 
ous troubles that are imperfectly understood 
are characterized by an inordinate augmenta- 
tion of hunger, eating and ingesting of unusual 
and indigestable substances, which is called bu- 
limia, and where the appetite takes on a per- 
verted aspect, it is called pica. 


Carlson draws a distinction between appetite 
and hunger. He claims that certain drugs pro- 
duce an appetite, but that no known remedy 
will produce hunger. Hippocrates, in one of his 
aphorisms, says “Strong wine cures hunger”. In 
the every day life of adults who have access to 
a liberal food supply the memory of appetite is 
probably a greater factor in the ingestion and 
digestion of food than hunger. Short intervals 
between large meals do not permit the develop- 
ment of strong hunger unless the individual is 
engaged in hard physical labor. Under these 
circumstances appetite and habit supplant hun- 
ger as nature’s dietary guide. When food is 
made sufficiently palatable we may consume 
large quantities, especially if we have formed the 
habit of giving marked attention to the pleas- 
ures of the table. 

Hunger is relieved by a volume of sometimes 
indigestible food, yet may not be appeased with 
less of a more nutritious and concentrated food. 
Hunger is increased by hyperacidity, as in ulcer 
of the stomach, yet the colon dyspeptic is a 
small eater. 

Polyphagia in the diabetic is caused by the 
inability to store up and utilize the carbohy- 
drate consumed, or by the lessened amount of 
sugar available for the use of the tissues be- 
cause it has been oxidized or eliminated by the 
urine in a wasteful manner. In the condition 
of hyperinsulinism, inordinate hunger is due to 
the drain on the blood sugar, which depletes the 
supply before the usual time of eating has come 
around. Wilder’s patient in the Mayo Clinic 
had a hypoglycemia so intense that in order to 
prevent collapse and shock it was necessary for 
him for weeks to take food every 2 hours, and 
for a time every 2 hour, and as much as 1,000 
grams of cane sugar daily, because the anlogs of 
islet carcinoma had metastasized in the liver. 
This condition was first called hyperinsulinism 
by Dr. Seale Harris.* Allen’s paradoxical law 


1933 
hed 
eat | 
| 
nu- 
nts | 
‘ats 
rgy 
of 
ity. 
liet 
ew | 
led | 
er- 

in 
ed 

er- 
nic 
pre 
tes 
Id 
ich 
ke 
is- | 
lly 
us 
ast 
re 
ke 
et 
an 
= 

m 
ds 

n 
n 
C- 
ye 
e 
y 
y 


518 SOUTHERN MEDICAL JOURNAL 


States that the more carbohydrates the normal 
person consumes the more he can metabolize and 
store, while the more the diabetic eats the less 
he can care for, because the internal pancreatic 
secretion is insufficient for utilization of neces- 
sary carbohydrates and is soon exhausted. 

When the external secretion of the pancreas 
is deficient, food may be in the body but not 
of it, and necessarily a big diet is inert and like 
a foreign body within the alimentary canal. 

The thyrotoxic patient eats much, metabo- 
lizes his food well, but because of the increased 
basal metabolic rate he eats and grows thin. 
Relieve the hyperactivity of the thyroid gland 
and lower the basal metabolism, and he imme- 
diately picks up weight. 

Carlson’ transfused 20 to 50 c. c. of blood 
from animals with pancreatic diabetes and the 
typical polyphagia into normal animals. The 
results were practically identical with those of 
transfusion of the blood of starving animals, 
that is, there was a temporary stimulation of 
gastric hunger. They proved that it was not 
due to acetone bodies in the blood, hence they 
think it is clear that the stimulating action in 
showing a diabetic blood on the hunger mecha- 
nism is not due at least directly to acetone 
bodies. 

Graves, in 1848, asked that the epitaph to 
be placed on his grave say: “He fed fevers”. 
We now give our typhoid patients 3,500 or more 
calories daily, chiefly of carbohydrates, because 
they are more easily taken, they are metabolized 
more rapidly, and the patient with their aid in- 
creases his resistance to the infection, the course 
of fever is shorter, the complications are less 
frequent, the period of convalescence is short- 
ened, and he actually gains weight even with a 
high metabolism. 

The same may be said of the empyema and 
abscesses of the lung as well as tuberculosis and 
other leucopenic infections. It is not true of 
conditions with leucocytosis such as pneumonia 
and blood stream infections, as in these cases 
there is a diminished ability to metabolize food 
and even a repugnance for it. 

Dr. Icie G. Macey,® of Michigan Research 
Laboratory, says: 

“It has been observed that lactation increases the 
food demand approximately 60 per cent over and 
above that of pregnancy”. 

Calory overfeeding has not been demonstrated 
to be advantageous to the cow or to women, but 
a woman taking 4,300, 4,600 and 3,800 calories 
of a ration of 15:37:48 per cent of protein, fat 
and carbohydrate secretes milk containing ap- 
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proximately 2,100, 1,500 and 1,120 calories, re- 
spectively, and is thus left 2,000, 3,000 and 2,600 
calories for daily maintenance, a parallel not 
different to the diabetic’s loss of stored energy 
and heat. 


The pregnant woman with a voracious appe- 
tite and abnormal craving for strange dishes can 
be explained by the same etiological factor as 
the psychotic patient and, according to some 
writers, vomiting of pregnancy may be similarly 
explained. 

Since physiologists are agreed that in normal 
persons all the food eaten is absorbed, and there- 
fore has to be used or destroyed, an excessive 
and pathologic burden is thrown on the chronic 
overeater. Albutt® says that a good cook is more 
to be feared when one is in perfect health than 
a bad physician when one is ill. 

We have been slow to realize the effect of 
overeating on the heart and arteries, the pul- 
monary, renal and gastro-intestinal tract with its 
accessory digestive glands. In keeping with the 
trend of modern times, we physicians are due to 
prevent as well as cure disease, and if obesity 
is not a disease it is certainly an unhealthy bod- 
ily condition. Many think that temperate eat- 
ing has been a potent factor in our diminished 
death rate since the depression. A lessened re- 
sistance to intercurrent disease is especially no- 
ticeable. 

The surgeon looks askance at the obese pa- 
tient. The internist sees him as an extra hazard 
because when he is febrile or fasting he breaks 
up his fat into fatty acids with resulting acido- 
sis. The insurance actuary finds that he can- 
not write these patients at an equal rate with 
the normal or underweight person, so he is a 
marked man wherever he turns. Seckell!” be- 
lieves in the trilogy of gout, diabetes and obes- 
ity. It is universally conceded that overfeeding 
is one of the causes of gout, either in the indi- 
vidual or in successive generations. It breaks 
down the metabolic processes that cause uric acid 
destruction. Gout is to the arteries as rheuma- 
tism is to the heart (Honchard). Watering places 
can attribute their success more to the limita- 
tion of diet, especially animal proteins, to in- 
creased exercise and mental relaxation and flush- 
ing out of stagnant emunctories than to the vari- 
ous mechanical and electrical devices. 


Paullin, Joslin, and others have shown the 
preponderance of cases of diabetes among the 
obese with a blood sugar tolerance curve ap- 
proaching that of the diabetic. Yet relieve the 
obesity and the curve returns to normal. The 
presence of fat among the acini of the pancreas 
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may limit the amount of its secretion. The 
blood and metabolic rate show no abnormality 
at first. 

The blood and metabolic rate does not show 
any abnormality. Now once pathological phys- 
iology begins the metabolites of carbohydrate, 
fat and protein produce a deleterious effect 
on the arterial tree, so that the various 
tissues are damaged thereby, and the older the 
diabetic the more chance he has for a varied 
clinic. 

Dublin, statistician for the Metropolitan Life, 
says: 

“Expressed as percentages of the death rate of nor- 
mals overweight as a group, diabetics have a mortality 
two and one-half times in excess of normal, but extreme 
overweights have a mortality nearly eight times the 
normal, and thirteen times the underweights. The un- 
derweights’ mortality from this disease was only 64 
per cent of the rate among normals. In the later in- 
voluntary period of life, in the excessive overweight, 
the rate is over eleven times the rate for normal, or 
twenty times the rate among underweights.” 

Most hyperpietics are of a ruddy. hue and 
plethoric. There is a reversionary process when 
their diet is cut and they are given mental rest. 
Virchow, and later Aschoff, called attention to 
the relationship between cholesterol and arterio- 
sclerosis and the reversionary process when the 
cause was removed. Some explain it on the 
ground that in the presence of high cholesterol 
the cells have stronger affinities for protein, less 
for carbohydrates and least for fats. Metchni- 
koff and others explain it as due to the produc- 
tion of poisonous substances in the intestinal 
tract by a hostile intestinal flora. They have 
looked for pressor substances in the blood 
stream. Others believe the fault lies in the 
liver, which fails in its detoxifying function, but 
as yet there is no unanimity of opinion. There 
is a uniformity of opinion as to the destructive 
effects of hypervitaminosis from irradiated ergos- 
terol, and animal experiments show its pathologi- 
cal effects on the arteries. 

Albutt formerly, and Minot and Murphy 
later, have shown the effects of producing a 
physiological polycythemia by meals rich in pro- 
tein and liver, which may eventually “cause an 
abiding plethora vera”. And here venesection 
and purgation help to relieve the plethora which 
slows the mental action, and aid in restoring the 
physical prowess. 

In gluttony plus alcoholic excesses the plethora 
is toward the venous side, so verily che glutton 
digs his grave with his teeth. Again quoting 
from Dublin: 


“The excessive mortality from organic heart disease 
among overweights occurred through adult life, al- 
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though it was less marked at the younger ages. The 
angina pectoris among older overweights is twice that 
for normals, and among the heavier weight men two 
and one-half times the normal. Disease of the arteries, 
too, showed a high death rate among overweights. The 
death rate for overweights was nearly 75 per cent in 
excess of the normal, and over twice for that of under- 
weights. Cerebral hemorrhage stood third among causes 
of death of overweights. It was 57 per cent higher 
than among average weights and over twice that of 
underweights. The highest mortality was in extreme 
overweights.” 


Plato sensed the danger when he wrote in 
The Republic: 


“And do we not hold it disgraceful to require medi- 
cal aid, unless it be for a wound or an attack of ill- 
ness, incidental to the time of the year—to require it, 
I mean, owing to our laziness and the life we lead, and 
to get ourselves so stuffed with humors and wind, like 
quagmires, as to compel the clever sons of Asculapius 
to call diseases by new-fangled names?” 
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DISCUSSION (Abstract) 

Dr. C. H. Cocke, Asheville, N. C-——The fact that the 
degenerative disease group is showing an_ increasing 
death rate is ample warrant for Dr. Riely’s calling our 
attention forcibly to the dangers of obesity. One 
would like the solace of belief in the efficacy of the 
depression (still upon us) to make the American public 
cut down on its calories; but if it has had any such 
effect as yet, it has passed unobserved by me. 

While definitions and classifications are generally es- 
sential for the elucidation of any disease group or en- 
tity, I take it the essayist has preferred to limit dis- 
cussion entirely to alimentary obesity; and, conse- 
quently, I shall also confine my remarks within the 
same limits. 

The patient suffering from alimentary obesity obvi- 
ously eats more than he needs. He not rarely, but all 
too often, exercises much too little, the result, of 
course, being either a relative or absolute excess of 
intake and its accompanying increase in weight. Here 
one’s environment and home habits, as well as his 
temperament and character, must be taken account of. 
The lazy, easy going, phlegmatic, unambitious, unener- 
getic person in a home given to a liberal dietary, with 
a business not too exacting in effort and energy, will 
almost inevitably slip into habits of overeating, and 
consequently will soon be overweight. 

The patient’s age, I feel, is here an important factor; 
and the internist can find no better text for preach- 
ment than the dangers of those approaching the forty 
year mark of superalimentation, particularly as it is 
all too often accompanied by a slowing of physical 
activities and regular exercise. It is sometimes a bit 
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difficult to convince the patient that the added 100 or 
200 calories induced by the daily and fairly constant 
attention to the “appetizer” (which has become so 
popular in these days of prohibition) in the end add 
to the burden of his weight. The dangers of diabetes 
in those of overweight have many times been stressed; 
the folly of overfeeding in hypertension would hardly 
seem necessary for remark; and yet I doubt seriously 
that the lay public appreciates fully the seriousness of 
overeating in even mildly damaged myocardiums. 

In 1924, there was presented before this Section a 
beautiful demonstration by Dr. K. H. Beall of the 
extra work entailed upon the heart of the obese. Miles 
of extra capillaries to feed many pounds of excess fat 
must necessarily overtax an already overburdened heart 
muscle. 

Time does not admit of any detailed discussion of 
what to do about obesity. Suffice that it is just as 
much of a medical problem as the treatment of any 
other chronic ailment; that it must be undertaken only 
after a careful survey of the patient and his caloric 
requirements, his habits, activities, and age, and that 
excessive zeal is apt to spell disaster. No method which 
fails to keep the body in nitrogen equilibrium can 
succeed. The effort must be to make the patient burn 
his own fats, but spare his body protein, and on no 
account must there be allowed a mineral or vitamin 
deficiency. Nor can one omit a consideration of water 
metabolism, since disturbance in water and salt me- 
tabolism, with storage of water in the tissues, may be 
maladjusted; and remedial efforts must take account 
of these factors. With Evans I agree that the admin- 
istration of thyroid is not only largely unnecessary in 
the treatment of these cases, but not infrequently it is 
quite definitely contraindicated. 


Dr. Seale Harris, Birmingham, Ala—Dr. Riely men- 
tioned superalimentation associated with hyperinsulin- 
ism and also discussed obesity and diabetes. Insulin, if 
given hypodermatically (induced hyperinsulinism) will 
stimulate appetite, and used with superalimentation will 
increase weight in an undernourished individual. That 
is well known. It is not so well known that the spon- 
taneous excessive secretion of insulin (hyperinsulinism) 
is a definite disease entity, a symptom of which is 
hunger, so that the individual who has hyperinsulinism 
eats excessively and often between meals. The more 
he eats, particularly of the rapidly soluble carbohy- 
drates, particularly cane sugar products, which stimulate 
insulogenesis, the greater the degree of hypoglycemia 
two or three hours after meals when more food is 
needed to prevent a spontaneous insulin reaction; and 
so obesity results. A damaged pancreas from a previous 
infection, perhaps years before, is probably the most 
important etiological factor in hyperinsulinism, as it is 
in diabetes; and the overworked islet cells become ex- 
hausted and a deficiency of the secretion of insulin 
(hypoinsulinism) diabetes mellitus, the antithesis of 
hyperinsulinism follows. In other words, first a pan- 
creatitis, followed by excessive secretion of the islet cells 
(hyperinsulinism), then superalimentation, which ex- 
hausts the islet cells, then diabetes. 

Several of my first patients with hyperinsulinism 
were overweight and had a history of glycosuria which 
suggested that hyperinsulinism may precede diabetes 
mellitus, just as hyperthyroidism sometimes is followed 
by hypothyroidism (myxedema); and in a symposium 
on diabetes, in which I discussed the etiology, at the 
meeting of the Virginia State Medical Association in 
1923, I expressed the opinion that hyperinsulinism as- 
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sociated with obesity was one of the causes of diabetes, 
Since then I have regarded my hyperinsulinism patients 
as potential diabetics and have dieted them accord- 
ingly. In the last few years, on careful questioning of 
my diabetics, particularly those who were overweight 
before developing diabetes, a number have given a his- 
tory of excessive hunger and a feeling of weakness and 
nervousness between meals, requiring food for relief, 
In one of these cases the history was so clearly that 
of hyperinsulinism that it cannot be doubted that she 
had spontaneous hypoglycemic reactions before becom- 
ing overweight, and later developed diabetes. She said: 
“Two or three hours after meals I became so hungry, 
weak and faint that I thought I would die if I did 
not get something to eat. Therefore I was eating all 
the time.” She also said that she almost collapsed 
if her meals were delayed. She was underweight until 
she had those symptoms, when, on account of her 
excessive appetite and eating between meals, she be- 
came overweight, developed polyuria, nocturia, pruritis 
vulvae, weakness and loss of weight; and it was found 
that she had diabetes. Her blood sugar curve after a 
glucose tolerance test is typical of a moderately severe 
case of diabetes. She is an intelligent woman and 
learned to calculate food values and maintains her 
weight and health on 135 grams of carbohydrate, 60 
grams protein and 150 grams of fat a day and 10 units 
of insulin three times a day. She has had several in- 
sulin reactions, which she says affected her exactly as 
the “hungry, weak spells” she had before developing 
diabetes. 

The familial tendency to diabetes has been observed 
frequently. It is interesting to note that this diabetic 
mother has a son who is underweight and has devel- 
oped practically the same symptoms of hyperinsulinism 
that his mother had before she had diabetes. He is 
a minister and on Sundays he became exhausted and 
extremely nervous and ravenously hungry before fin- 
ishing his Sunday morning sermon; but was revived 
physically after eating dinner. During the week he 
had the same symptoms, but he ate between meals 
and his weakness and nervousness were not so pro- 
nounced as on Sunday when he could not get food. 
His blood sugar curve after 100 grams of dextrose is 
the typical “flat” curve of hyperinsulinism. On a low 
carbohydrate, moderate protein, high fat diet, with 
orange or tomato juice every two hours between meals, 
his symptoms have been controlled. I believe that this 
hyperinsulin son of a diabetic mother is a potential 
diabetic. 

I have had a number of cases of hyperinsulinism with 
sugar constantly in the urine, even though the blood 
sugar levels were very low, in one case 0.050 per cent. 
It therefore seems possible that the glycosuria in such 
cases is of pancreatic origin instead of being due to a 
“low renal threshold.” I also have had several cases 
of dysinsulinism, in which at times there was hyper- 
glycemia with glycosuria, and at other times hypo- 
glycemia; and in others the glucose tolerance curve 
shows a low fasting blood sugar, then hyperglycemia 
for three or four hours, and in five or six hours it 
falls to a very low level. Such cases suggest the rela- 
tionship of hyperinsulinism to diabetes. It therefore 
seems probable that the superalimentation of hyperin- 
sulinism may be a factor in the etiology of diabetes; 
and that by diagnosing the disease and placing the 
patient on a low carbohydrate, moderate protein, high 
fat diet, with frequent feedings, diabetes can be pre- 
vented. 
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SINUS INFECTION IN CHILDREN* 


By G. S. Ostncup, M.D., 
Orlando, Fla. 


In presenting this paper I wish it to be 
understood that I do not consider myself to be 
an authority on sinus infection in children. I 
have been observing over a period of years a 
surprisingly large number of children suffering 
from what careful investigation has revealed to 
be infection of the paranasal sinuses complicated 
in most instances by secondary manifestations. 
Upon inquiry among my colleagues I discover 
that many of them are encountering this same 
high percentage. They, like myself, have come 
to realize the lamentable scarcity of information 
regarding this condition and the surprising lack 
of literature concerning its treatment. In fact, 
until most recent years it seems that sinusitis in 
children either did not exist to any great extent 
or was almost entirely overlooked by both pedi- 
atrists and rhinologists. 

In the past few years these specialists seem 
to have discovered that there is a large number 
of children who are showing symptoms referable 
to the sinuses. ‘There is still, however, quite an 
astonishing lack of information as to the proper 
therapeutic measures to be followed in their 
treatment. 

It is my purpose to put before you my expe- 
rience with this condition, together with my 
methods of treatment, and I hope that the ensu- 
ing discussion will be enlightening to others as 
well as to me. 

The formation of the sinuses is not by any 
means complete at birth, the antra and the eth- 
moids being the only ones present at this time 
in most cases. The sphenoids and the frontals 
develop as the child grows until between the 
fourth and the seventh or eighth year they are 
probably complete. Needless to say, changes 
in size and shape continue until puberty and 
beyond. The sinuses may become infected at 
any time and very frequently are. There may 
be abnormalities due to allergy, but infection is 
not commonly encountered before the third or 
fourth year. From this age on, it occurs in in- 
creasing numbers into adult life. 

The fact that the frontal, anterior ethmoid 
and maxillary sinuses all open within a very 
small area in the middle meatus predisposes 
greatly to infection one from the other. 


*Read in Section on Pediatrics, Southern Medical Association, 
ae Annual Meeting, Birmingham, Alabama, November 
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Etiology.—Of all acute diseases, I believe in- 
fluenza to be the most important etiological fac- 
tor. Next is the ordinary cold. Then come 
tonsil infection, adenoids and allergy. Whether 
the enlargement of the turbinates is an etiolog- 
ical factor or is a result of the sinus involve- 
ment is a question in my mind. [If it is etiolog- 
ical, then it must be the commonest of all such 
factors, as it is certainly true that this is the 
commonest of all local signs found in children 
suffering from sinusitis. For this reason, it 
must be given careful consideration in every 
routine examination. If, on the other hand, 
this enlargement is one of the results of the 
sinus infection or is a component part of it, 
then we should have many cases of infection en- 
tirely without other signs or symptoms. This, 
I do not believe to be true. Swimming pools 
are probably the cause of a large percentage of 
these infections. In Florida, where lake swim- 
ming is universal throughout the year, we have 
many infections, particularly during the warmer 
months, when the incidence of sinusitis should 
be lowest. After every influenza epidemic we 
have an enormous increase in the number of 
children suffering from this condition. The ex- 
anthemata are many times the _ predisposing 
cause. Malnutrition or any condition causing 
a lowered resistance must also be considered an 
etiological factor. Infrequently sinus infection 
may result from a deviated septum or other mal- 
formation. 

Symptoms.—There are certain symptoms 
which are more or less constant in all these 
cases. Sneezing, particularly upon first arising 
in the morning, is probably the most universal 
of these. Interference with nasal breathing is 
nearly as common. Coughing early in the morn- 
ing, of a type which is at times almost parox- 
ysmal, is frequently encountered. This is due 
to the fact that the thick muco-purulent dis- 
charge from the infected sinuses drops back into 
the nasopharynx when the child is reclining and 
after a certain amount has accumulated he 
coughs until this is loosened and swallowed. In 
the older child, six years and up, headache, 
frontal in type, is usual. This is not so severe 
as in the case of adults, but is nevertheless pres- 
ent to an annoying degree. It is unfortunate 
that many parents regard this complaint as a 
figment of the child’s imagination or attribute 
it to defective vision. It has been my experi- 
ence that when a child of this age complains of 
headache diligent examination will reveal that 
he has a pathological condition to account for 
it and that he is, in reality, suffering. In 
chronic cases, a low grade temperature ranging 
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from 99 to 100° is frequently found, while in 
acute cases it may range much higher. Ano- 
rexia, abdominal distress, and occasionally nau- 
sea are often encountered. These particular 
symptoms seem to be due in most part to the 
fact that the child swallows a large quantity of 
mucus almost continuously. Anemia, malnutri- 
tion and listlessness are often encountered. 


Diagnosis —History of a recent respiratory 
infection, together with any of the above symp- 
toms, should lead us to suspect a sinus infection 
and to make a careful examination for it. 

Inspection of the nose will usually reveal large 
round boggy turbinates either unilateral or bi- 
lateral, frequently with a mucopurulent dis- 
charge bathing them. Inspection of the throat 
will show this same discharge dripping down 
out of the nasopharynx. Transillumination will 
often reveal a cloudiness of one or more of the 
sinuses, and x-ray by a competent roentgenolo- 
gist will show the source of the infection. In 
acute cases definite cloudiness is usually ob- 
served. Expert knowledge of the normal anat- 
omy and the giving of due consideration to the 
frequent changes in the developing child is es- 
sential to proper interpretation of the plates. 
However, I believe it is a mistake to depend 
too much upon the x-ray examination in chronic 
cases, as many, particularly of the younger chil- 
dren, do not have a sufficiently diseased tissue to 
show a definite cloudiness. In all chronic cases 
an allergic condition should be suspected and a 
nasal smear examined for an increase in the 
eosinophils which, if found to be over 10 per 
cent, should definitely place the condition as 
primarily an allergic one. 

Complications —Extension of the infection 
locally may cause an involvement of any of the 
surrounding tissues. Almost any other of the 
secondary infections such as adenitis, otitis me- 
dia, arthritis, pyelitis, nephritis, endocarditis 
may complicate a sinusitis. It is of the utmost 
importance that in the search for a focus of 
infection the sinuses should be given the most 
careful examination possible. 

Treatment.—The allergic sinus disease should 
be treated by employing skin tests to determine 
the offending agent or agents. Having deter- 
mined what these are, either keep the child 
away from contact with these or immunize him 
to them. These children should also be given 
vaccine in an attempt to prevent them from 
catching cold and in certain cases change of cli- 
mate is to be recommended. In the non-allergic 
cases, treatment is local, general and surgical. 
Many lines of local treatment have been recom- 


mended, but most of them fall far short of per- 
fection. 


Shrinking the nasal mucosa with ephedrine, 
followed by the use of one of the silver prepara- 
tions, and in the case of old children, irrigation, 
seems to produce as good results as any. The 
use of silver packs in the nose has been in my 
experience very disappointing. Ephedrine, if 
used over a period of a few weeks, not only loses 
its effect, but seems to become an irritant. It 
is wise, therefore, to alternate its use with that 
of a bland oil. 


The use of an autogenous vaccine or even 
some of the better stock vaccines has been very 
successful in my hands if accompanied by the 
other procedures. I believe it should be used 
in all cases not only as a curative agent, but 
as a means of preventing subsequent infections. 
The ultraviolet light used over the entire body 
for a period of two weeks to a month seems to 
be of the utmost value. Overdoses, however, 
should be carefully avoided. Vitamins A and D 
with calcium are to be stressed. Needless to 
say, the diet should be carefully regulated. In- 
ternal medication is not of much value with 
the exception of those things used to combat the 
anemia and loss of appetite. 

Removal of infected tonsils and adenoids is 
essential and the clearing up of any other foci 
of infection must be undertaken. The treatment 
commonly carried out with adults, I believe, is 
entirely too strenuous to be employed with chil- 
dren. Probing the sinuses with frequent shrink- 
ing of the mucosa and suction is, in most in- 
stances, too nerve-wracking for the child and 


should be attempted as infrequently as possi- 
ble. 


It seems to me that climate has been greatly 
over-stressed in sinus infections in children. 
While it is certainly true that the chances of re- 
infection are very appreciably lessened by re- 
moval to a climate where respiratory infections 
are fewer, still I believe that we have fully as 
many cases of sinusitis in our warm sunny Flor- 
ida as there are in the North. However, a 
change from the coast to the inland or vice versa 
will cause an improvement in many cases, though 
why this should be true I am at a loss to say. 

Though I know there is still much room for 
improvement in this treatment, the great ma- 
jority of cases will respond more or less satis- 
factorily to that outlined above. 

Surgical intervention is in the great majority 
of cases entirely unjustified. Of course, in 
those cases of involvement of antrum accom- 
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panied by polypoid growth, nothing else can be 
done. Surgery of the turbinates and septum in 
a child before puberty is a very uncertain and 
in most cases a very unsatisfactory procedure. 

We have progressed a long way from the days 
when the existence of a paranasal sinusitis was 
either ignored or denied. More and more it is 
being recognized, even though it is still all too 
often overlooked. Our treatment has not pro- 
gressed as rapidly as our diagnosis. Many adults 
are probably suffering from and being treated 
for infections that have existed since early child- 
hood, and when I say suffering I mean it liter- 
ally. There are few conditions more annoying, 
more aggravating or more painful. Prevention, 
early recognition and vigorous treatment should 
be our watch words when dealing with sinus’ in- 
fection. 


Prevention —Maintenance of a free flow of 
air through the nose and nasopharynx, completé 
drainage of the sinuses, particularly during in- 
fection of the upper respiratory tract, will prove 
of the utmost value. Correction of nasal de- 
formities, removal of adenoids and infected ton- 
sils, early recognition of an allergic nose and the 
use of extreme care in preventing infections from 
outside sources, particularly when swimming, 
are all measures which should not be neglected 
by the pediatrician. 

This paper is not a scientific treatise, but it 
deals with a subject which must be of prime 
importance to every physician dealing with chil- 
dren. The frequency with which sinus disease 
is encountered and the scarcity of literature as 
to its treatment justify a discussion at every op- 
portunity. 


DISCUSSION (Abstract) 


Dr. Oliver W. Hill, Knoxville, Tenn —I am grieved to 
hear a Floridan admit that there is such a p'ague as 
sinusitis in the “land where it is always June.” 

We have had favorable results in sinusitis from 
packing the nose with various antiseptics. We have 
tried the silver preparations such as neosilvol and argy- 
rol, and metaphen 1/2500 in oil or water. We do not 
know which is the most efficacious. We are of the 
opinion that a subacute or chronic ethmoiditis causes 
a continuous absorption and contiguous inflammation 
of the nasal passage, with the well known attendant 
symptoms. 

We must not lose sight of the general physical condi- 
tion and personal habits of the little patient. We have 
had excellent results with vaccines, both stock and auto- 
genous. We have also had some dismal failures with 
these remedial measures. 


Dr. Roy E. de la Houssaye, New Orleans, La—I 
feel that too many physicians are using surgery on 
young children. My p!an of treatment is the use of a 


hand nasal suction bulb, keeping the nose open with 
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ephedrine to allow free drainage, sunshine, fresh air, 
and keeping the general health up to the highest level. 
Operation is the exception. 


Dr. Edward Clay Mitchell, Memphis, Tenn—Dr. 
Osincup has shattered one of my fondest illusions, as 
I have considered Florida the Mecca for sinus sufferers. 

Dr. Shea and I have been interested in paranasal 
sinus infection for fifteen years. These cases come 
first to the pediatrician for conditions entirely foreign 
to the nasal tract, such as pyelitis, capricious appetite, 
nervousness, arthritis, obscure temperature; and the 
sinus infection is found only after a complete investiga- 
tion. 

The practitioner should have a complete knowledge of 
the anatomy and development of the paranasal sinuses. 
The sphenoids are present at birth, as well as the antra, 
or maxillary sinuses, and the ethmoids. All of these 
gradually develop until puberty, the antra especially 
developing until adult life. The frontal sinuses do not 
begin to develop until about the eighteenth month. 
Their development comes from the migration of the 
ethmoid cells into the frontal bone. Thus, the growth 
and development of the frontals depend on the disease 
or injury that the ethmoids suffer. For this reason we 
can tell fairly well at what time the infection of the 
ethmoid sinuses began by the roentgenograms. A 
shadow over the antra and ethmoids means infection, 
or thickening of the membranes. If there are well de- 
veloped frontals, the condition is probably acute or 
allergic. Hence, our idea has been that the topography 
of the sinuses is the determining factor in diagnosis. 

Our treatment could be summed up as consisting of 
two factors, namely, the drainage of pus, particularly 
in the maxillary sinuses; and second, all methods to 
raise the resistance of the patient, as vaccines, cod 
liver oil, sunshine and diet. In only two instances have 
we resorted to radical surgery. The surgical treatment 
consists in thorough drainage of the sinuses. The old 
saying, “Once a sinus, always a sinus” is in no way 
true. 

We have been fortunate in being able to follow by 
means of x-rays taken once a year cases for a period 
of eight or ten years. Beginning at the ages of eight 
or nine years the litt!e patient has shown infantile or 
non-deve'oped frontals, and the other sinuses are poorly 
developed. At the age of eighteen a perfectly normal 
set of sinuses is demonstrated. 

The function of the sinuses should be briefly men- 
tioned. There are two functions: first, that of ventila- 
tion of the skull, and second, since the sinuses are lined 
with lymphoid tissue we feel that they assist the tonsils 
and lymph nodes in this region in combating infection. 
For this reason, the removal of healthy tonsils, espe- 
cially in the young child, undoubtedly throws the extra 
load on the sinuses and predisposes to sinus involve- 
ment. Most of our failures in the treatment of sinus 
infection we must attribute to allergy. The treatment 
of sinuses in the allergic individual will raise the re- 
sistance of the patient, but will not cure the allergy. 

Sinus infection is a problem for the pediatrician and 
the general practitioner. There is no royal road to 
diagnosis as has been intimated in a recent article. 
The diagnosis can be made only by a careful study 
and the patient is relieved only by the combined efforts 
of the rhinologist and the general practitioner. 

Dr. Jno. J. Shea, Memphis, Tenn.—The sinuses grow 
according to a definite plan, but reflect in their growth 
the infection they have experienced. In the infant, 
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the adenoid is the most active tissue in the process of 
auto-immunization against upper respiratory infections. 
The tonsils reach the height of their immunizing ability 
in the child, and, as the adenoid and tonsils recede, the 
paranasal sinuses assume a very important roll in the 
immunization and active combating of upper respira- 
tory infections. In the child whose tonsils and ade- 
noids have been removed at an early age, the sinuses are 
called upon too early and readily succumb to the in- 
fection they are fighting. One severe infection, or mul- 
tiple mild infections, will arrest the growth of the 
sinuses and produce a persistent infantile set of sinuses. 
These immature sinuses are incapable of maintaining 
immunity against the infections of their environment, 
with the result that the sinuses become the focus of 
infection and a source of supply of discharge. This dis- 
charge, if absorbed by the mucous membrane of the 
sinuses, migrates into the lymphatics of the chest and 
produces the sinus chest. If it spills over into the nasal 
pharynx and is swallowed, it reduces the acidity and 
diminishes the digestive elements within the stomach. 
The best results in the care of sinus patients are ob- 
tained through the application of the above knowl- 
edge. 


If the development of the sinus has been arrested, its 
ostium is closed and in this case the opening into the 
antrum should be dilated. The antra are normally 
sterile and when a bacterial growth is obtained within 
its cavity this is abnormal. If this culture grows in 
the specimen of the patient’s blood, it may be deduced 
that the resistance to this organism is low and the ad- 
ministration of an autogenous vaccine will give bene- 
ficial results. If the antrum is filled with pus and 
local treatment does not clear it, then it should be 
drained and the best method in our hands is by mak- 
ing a small naso-antral window and through this insert- 
ing a rubber catheter for continuous drainage. Usually 
at the end of four days the catheter may be with- 
drawn, at the same time irrigating the antrum of any 
residue contained within it. Radical surgery is. seldom 
indicated in children except for the removal of tumors. 


Dr. Frank B. Schley, Columbus, Ga—Sinus infec- 
tions in infancy and childhood are being recognized by 
pediatricians as a frequent disease of this age rather 
than a rarity. In the diagnosis of infection of the 
maxillary antrum I have had very little help from 
transillumination, except in one case of a boy eight 
years of age who was profoundly sick and toxic in 
appearance from an infection of the right maxillary 
antrum. This case was easily detected by transillumina- 
tion and almost immediately cured by surgical drain- 
age, but I have had several others in which transil- 
lumination has been negative in the hands of a good 
nose and throat man, but on x-ray an infected antrum 
very plainly showed, the treatment of which relieved 
all symptoms. I have been told and have read that 
an infection of the sinus alone will not produce a fever, 
but in my own past experience long continued fevers of 
undetermined origin have been fully explained and cured 
by the discovery and treatment of an infected sinus. 
I shall never forget the case of a five-months-old in- 
fant with an abscess of the left upper central incisor 
tooth bud which continued to drain, accompanied by 
high fever, until the left maxillary antrum was surgi- 
cally drained of thick pus. Immediate healing of the 
tooth bud area and cessation of fever then took place. 
We pediatricians must not overlook the sinuses in our 
— for the cause of obscure fever and frequent 
colds. 
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URGENT ABDOMINAL SURGERY IN 
THE AGED* 


By Iswore Coun, M.D.,7 
New Orleans, La. 


Urgent abdominal surgery in the aged differs 
in many respects from like surgery in the young 
adult. It is a well recognized fact that surgery 
at the extremes of life requires greater manual 
dexterity and surgical judgment than surgery 
done during the active period of life. Prize 
ring tactics are never indicated in surgery, but 
time saved through familiarity with anatomy 
and recognized surgical procedures enables one 
to conduct the operation speedily. 


The subject was suggested for presentation at 
this time because of personal experiences, and 
because of the happy circumstance that this 
Section is favored by having as its Chairman 
Dr. Finney, one of the world’s greatest surgeons; 
one whose judgment and skill have made his 
name a symbol of good surgery. My own ap- 
preciation of him makes me reluctant to express 
opinions in his presence, and were it not for 
the fact that I know if my own experiences do 
not meet with his approval, that he will, without 
prejudice, bring to you the fruit of his long and 
varied experience in a manner that it will make 
it worthwhile for me to have paved the way for 
you and me to heed the words of counsel that 
he will give. 

Knowledge and judgment are nowhere more 
necessary than when one faces a serious situa- 
tion in the aged. Surgery may be just operat- 
ing to some technicians, but operating upon the 
aged calls for a combination of technic and 
judgment. 

These are neither new nor original observa- 
tions, but they bear repetition. We often forget 
that what seems trite to one group is new to a 
younger generation. It is with this thought in 
mind that I want to discuss the subject of sur- 
gery in the aged. 

Age is bound to be associated with organic 
changes which diminish the body reserve and 
resistance. Approach to surgical problems in 
the aged, especially the acute urgent ones, de- 
mands a rapid and as nearly accurate a survey 
of the reserve powers as possible so that sur- 


*Read in Section on Surgery, Southern Medical Association, 
Twenty-Sixth Annual Meeting, Birmingham, Alabama, November 
15-18, 1932. 

+Professor of Clinical Surgery, Tulane University; Associate 
Senior Surgeon, Touro Infirmary. 
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gical intervention will be attended by a mini- 
mum risk. 

The anesthetic and the anesthetist must both 
be chosen with care and without regard for an 
ideal anesthetic. This statement may be par- 
doned, I hope, because there have been advo- 
cated in recent years so many ideal anesthetics 
that I have come to believe that this ideal ex- 
ists, up to the present time, only in the mind 
of the most ardent advocate. 


Due attention must be paid to buffering the 
circulation against fluid loss. The giving of 
fluids by whatever route is quickest will not 
only take care of the fluid balance, but will di- 
minish the toxicity of the incomplete end prod- 
ucts of body chemistry. 

Dr. Matas and many others have within re- 
cent years insistently reminded us of the post- 
operative pneumopathies. 

Slowing of the circulation, infection and loss 
of the elasticity of the vessel walls are condi- 
tions which favor thrombosis and embolism. We 
would do well to devote more attention to the 
recent work of Bancroft and Stanley Brown. 
More knowledge of the “clotting index” and the 
use of such measures as sodium thiosulphate in 
10 per cent solution given intravenously will cut 
down the number of pulmonary and cerebral 
emboli, as well as postoperative thrombophle- 
bitis. 

The value of the “flat plate” in diagnosis in 
acute abdominal crises is not generally appre- 
ciated nor utilized sufficiently by those who 
do know. Its use does not cause loss of time, nor 
does it increase the hazard to the patient. In 
perforation of a hollow viscus the finding of 
pneumoperitoneum with the attendant elevation 
of the diaphragm, either over the liver or spleen, 
or both, is diagnostic. The elevation of the 
diaphragm and its fixation, as a fluoroscopic 
finding, are indicative of upper abdominal dis- 
ease. The distended bowel and fluid levels can- 
not help but point to the obstructive nature of 
the lesion. It is true that the x-ray alone may 
not always lead to a correct diagnosis, yet the 
tremendous strides which have been made in it 
by workers like Westerborn of Sweden are im- 
pressive. 

Hemoptysis requires careful differential diag- 
nosis, particularly in view of the fact that gas- 
tric ulcer, as well as carcinoma, may be the re- 
sponsible factors. There are many extra-gastric 
lesions such as gallbladder disease, pernicious 
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anemia, splenic anemia and purpura hemor- 
thagica which must be considered possible etio- 
logic factors to be eliminated when gastric hem- 
orrhage occurs. Hasty surgery based on the 
one manifestation, gastric hemorrhage, leads to 
grief. 

In the operating room lost motion, either from 
lack of preparation for contingencies or indeci- 
sion, is inexcusable. Surgical consultations at 
the operating table are usually ill advised and 
time-consuming. They usually are harmful to 
the patient. 

Adequate surgery which provides against pos- 
sible complications should be done. Secondary 
procedures, made necessary by an oversight, of- 
ten prove fatal. To be specific, I allude here 
to enterostomy which, if done at the primary 
operation, will often make convalescence smooth. 
Secondary operation, on a toxic patient, will be 
of little avail. 


ADEQUATE SURGERY DIMINISHES THE NEED FOR 
AN EMPIRIC JUGGLING OF DRUGS 


I shall in this brief paper try to present some 
problems which have confronted me; failures as 
well as successes will be discussed. From my 
failures I shall try to find whatever faults I 
can. Failures which have not taught something 
have not made the proper impression on us. 

* * * 

Perforating gastric ulcer, carcinoma of the 
stomach, intestinal obstruction due to intrinsic 
or extrinsic lesions, acute gangrenous cholecys- 
titis, and cholelithiasis and appendicitis will 
form the bases for discussion. 

In my own experience I recall cases of per- 
forating gastric ulcer in the aged. Because of 
the commonly accepted idea of the rarity of 
this type of lesion in the aged, the clinical find- 
ing in one instance led us to disregard the x-ray 
findings, and to believe that the patient had 
carcinoma, since manifestations pointed that 
way. The radiologist insisted that we were deal- 
ing with a perforation and the operation proved 
the correctness of his diagnosis. 

In the case of Mr. S. O. W., age 68 years (January, 
1928), the provisional diagnosis was carcinoma of the 
stomach. The present attack began five weeks ago 
with abdominal pain. During this period he has lost 
many pounds. During the past twenty years he has 
experienced recurring colicky abdominal pains. There 
has been no history of vomiting nor other digestive 
disturbances. 
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"Xe is markedly emaciated, the skin is dry, and has 
an icteric tinge. The abdomen is slightly distended, 
more on the left than on the right. The abdominal 
veins below the umbilicus are dilated. There is a well 
marked peristalsis on the left. At times a sausage-like 
mass is palpable on the left side of the abdomen. The 
abdominal wall is rigid above the umbilicus. 


The red blood count is 3,550,000, white count 6,500, 
hemoglobin 65 per cent, neutrophils 68 per cent. 


The radiologist reported on January 24, 1928, as 
follows: “This patient presents many findings of un- 
usual interest. While the chest as a whole appears to 
be normal, the right diaphragm is elevated far above 
its normal level and a gas bubble is seen to be sepa- 
rating this from the dome of the liver. The adminis- 
tration of the barium meal shows a lesion at the pylo- 
rus upon the lesser curvature, approximately at the 
ring, presenting the characteristic deformity of u'cer 
with the remainder of the stomach apparently normal, 
with the exception of the fixation of the pyloric seg- 
ment. At six hours there is almost a complete reten- 
tion of the meal and again an irregularity at the pylorus 
can be observed. The evidence here is considered to 
be definitely that of a ruptured gastric ulcer.” 

The internist in charge made the following notes 
when transferring the patient to the Surgical Service: 
“January 31, 1928, turning him over to the Surgical 
Service, I wish to record my impression. The story 
indicates a gastric ulcer of long standing which has 
now become carcinomatous. I do not believe that he 
has had a perforatior in spite of the gas observed 
above the liver on x-ray examination.” (Signed) I. I. 
Lemann. 

When I saw him I was impressed by the following 
facts: his age, rapid emaciation, and the gastric reten- 
tion. Accordingly I wrote as my opinion: “It is true 
that the x-ray evidence does suggest a perforating gas- 
tric ulcer, but I believe that the clinical evidence points 
in another direction. Suggest exploration.” 


At operation I found a perforating gastric ulcer and 
a subphrenic abscess. 

All abominal surgery directed against malig- 
nancy and suspected malignancy in the aged is 
urgent. Unfortunately, when the diagnosis is 
made it is often so late that palliation alone is 
feasible. This refers particularly to carcinoma 
of the stomach. 


In personal experiences where optimism on 
the part of the radiologist indicated that an op- 
erable lesion was present, we have found metas- 
tases to the liver, fixation of the stomach to 
the pancreas, and extensive involvement of the 
omentum. 

The following case illustrates the above state- 
ments: 

W. B., age 53 years (February, 1929), came under 
the observation of competent men. The following is an 
abstract of his history: “Sour eructations, abdominal 
pain after eating, vomiting after meals. Loss of weight. 
Gastric analysis showed occult blood, and no free hydro- 
chloric. Feces contained occult blood.” 


X-ray examination February 13, 1929: “X-ray of 


gastro-intestinal tract and chest, 81,663. The introduc- 
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tion of a barium meal into the stomach shows the 
fundus and median portion of the stomach to be 
normal. Occupying the pyloric segment and involving 
the anterior and posterior walls as well as the lesser 
and greater curvatures, there is a filling defect asso- 
ciated with a palpable mass and the barium passes 
through a very small channel at this location.” 

Conclusion of the radiologist: “Carcinoma of the 
pyloric segment of the stomach. This is an operable 
carcinoma from the viewpoint of the extent of stomach 
left, and should no metastatic processes be found in the 
abdomen at the time of operation, this should be a 
relatively easy case for resection.” 

Two weeks later I saw the patient in consultation. 
An exp'oratory operation revealed “a great mass oc- 
cupying the right half of the stomach. The omentum 
was nodular, hard, of almost the firmness of cartilage. 
This same condition was noted on the lesser curvature. 
No further exploration was done, because the stomach 
was so thoroughly fixed and because the metastasis 
was so extensive and the great omentum was plastered 
over the transverse colon.” 


Surgery is usually futile except as a quicken- 
ing process (aid in the rapidity of the inevitable 
fatal termination) if the palpable tumor mass 
involves the stomach. 


One may ask, “Why is it that so few cases of 
carcinoma of the stomach are seen early enough 
to permit surgical removal?” It seems appar- 
ent that the formula which is accepted as diag- 
nostic is evidence of the last stage of the dis- 
ease. 

Surgery to be valuable to these patients must 
be done in suspicious cases by surgeons compe- 
tent to recognize gross pathology. 


Even when no palpable mass exists operation 
is often too late. This is illustrated by the fol- 
lowing case: 

Mr. I. B., age 60 years, was admitted to Touro In- 
firmary August 25, 1922. The complaint was that the 
patient was afraid to eat because of a burning sensation 
immediately after eating and sour eructations. There 
was loss of weight. 


Abdominal examination revealed the abdomen to be 
soft, with no areas of tenderness and no_ palpable 
masses. X-ray examination revealed a filling defect and 
a retention in the stomach of about four-fifths of the 
meal after 24 hours. 


There was so much involvement of the stomach and 
the adjacent lymph nodes that I felt that a posterior 
gastro-enterostomy was the only thing that could be 
done, and this was proceeded with. 

* * * 

In the title the expression “urgent surgery” is 
used and not emergency surgery because there 
are cases which are urgent, but not necessarily 
emergent. On the other hand, emergency sur- 
gery in the aged is always urgent. 

In the light of this explanation of the use of 
the word I feel that we can, without hesitation, 
include in this discussion cases of progressive 
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obstruction due to either an intrinsic or an ex- 
trinsic lesion. 


Early diagnosis and operation is urgent in 
malignancy of the bowel. Late diagnosis and 
operation is useless except as a palliative meas- 
ure. 

The following case illustrates what I refer to 
as urgent, yet not emergency surgery: 

Mr. L. L., age 50 years, was admitted to Touro In- 
firmary May 24, 1927, because he had a mass in the 
abdomen, a profound secondary anemia, marked loss 
of weight, and the x-ray findings indicated a filling 
defect in the transverse colon. 


At operation a carcinoma of the transverse colon was 
found. There were no metastases, therefore it was 
feasible to do a resection and an end-to-end anastomosis 
at one operation. The patient gained 25 pounds in 
weight in a short period of time. 

In this brief summary of the clinical story 
there are several points which merit comment, 
particularly the tumor mass and the anemia. 
Preoperative speculation as to the nature of a 
movable intra-abdomiral mass is always interest- 
ing. 

I have personally observed intra-abdominal 
masses where the lesion was in the omentum 
(Mr. C.); where the lesion was retroperitoneal 
(as in the case of J. P. and Mr. R., where I 
found retroperitoneal metastases secondary to 
teratoma of the testicle), and in another in- 
stance (Mr. L. L.) a filling defect reported ra- 
diologically as carcinoma of the cecum, proved 
to be an appendical abscess, causing the defect 
by extrinsic pressure. 

In view of the above experience I believe that 
dogmatism with reference to the nature of a 
movable intra-abdominal mass prior to operation 
is evidence of lack of experience. This is again 
a plea for preparedness so far as the knowledge 
of various surgical procedures is concerned which 
may be necessary if time is to be saved in the 
handling of these cases. Since doubt may exist 
as to the nature of the tumor mass, avoidable 
delays in exploration are inexcusable. 

Anemia in cases of carcinoma of the trans- 
verse colon is usually profound. 

In 1913 and again in 1921, W. J. Mayo called 
attention to the fact that carcinoma of the proxi- 
mal half of the colon has a greater tendency to 
the production of anemia than carcinoma of any 
other part of the body with a single exception 
of the median portion of the stomach. 

Alvarez, in 1927, reviewed the experiences of 
the Mayo Clinic. He found anemia to be a 
striking manifestation in carcinoma of the cecum 
and ascending colon, and that the tendency to 
anemia is progressively less in the transverse and 
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descending colon. The essential factor in the 
production of anemia, according to Alvarez, is 
a large ulcerative area from which blood can 
ooze. Alvarez emphasizes the necessity of in- 
vestigating the cecum ard large bowel when a 
patient presents a marked secondary anemia. 

It is remarkable how these patients respond 
to transfusion followed by resection. 


GALLBLADDER DISEASE 


Gallbladder disease, either with or without 
stone, is a frequent urgent indication for sur- 
gery after the meridian of life and the results 
are none too good. Frequently unexpected deaths 
occur. Embolism, acute urinary suppression, 
“liver strike,” or hepatic insufficiency are the 
immediate factors causing some of these deaths. 

At autopsy we find in these cases many or- 
gans the function of which must have been al- 
tered if pathologic data is accepted. I mean 
that death in these cases cannot be attributed 
directly to any one organ, but to a vicious circle 
which made life impossible. The syndrome of 
many preagonal states is identical. Treatment 
directed at one to the exclusion of the others 
does not go far. Moreover, the personal equa- 
tion in interpretation of observed phenomena 
differs widely. Until a time arrives when exact 
interpretation is possible, errors will result. To 
those who would doubt the above let him read 
the Balfour Lecture by Cushing on “The Eti- 
ology of Peptic Ulcer.”’ 

That the statement which I have just made 
“the syndrome of many preagonal states is 
identical” is correct is evidenced in a recent pa- 
per by Charles Gordon Heyd on “liver deaths” 
in surgery of the gallbladder. 

Heyd mentions a recent contribution by Stan- 
ton in which 500 fatal cases were analyzed in 
a combined series of approximately 10,000 gall- 
bladder operations. Thirty-eight individual 
causes were designated as the lethal factor. The 
causes of death given in the order of their fre- 
quency were peritonitis, pneumonia, embolism, 
cardiac failure, spontaneous perforation, sepsis 
and renal failure. 

Heyd analyzed the mortality statistics of the 

New York Postgraduate Hospital and he was 
impressed with a small group of fatal cases, 
“in which the cause of death could in no way be placed 
under such obvious types of mortality. [As given by 
Stanton] There was about this group of cases an unex- 
plainzd chemical mechanism as the outstanding feature 
in the production of death, which was directly sequen- 
tial to operative intervention. . . . . 

“We were able to distinguish with variations three 
distinctive types of deaths following gallbladder surgery 
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and for want of a better term we have designated them 
as ‘liver deaths,’ apparently due to a change in the 
physiologic status of the liver-gallbladder unit.” 


The three types which he designated as “liver deaths” 
are depicted in the first place (Type J) by a patient 
not arousing from the anesthetic, progressive coma and 
gradual ascent of temperature, pulse and respiration. 
This patient died at the end of approximately 36 hours. 
(Type II.) “For the first few days after the opera- 
tion the postoperative course is normal and satisfactory, 
the biliary discharge becomes less and less in amount 
and more watery in consistency. The patient becomes 
delirious, there is marked cerebral excitation and finally 
stupor and coma. There is no clinical evidence of intra- 
abdominal hemorrhage or infection.” 

He asks the questions: ‘What has been the effect of 
the sudden decompensation?” And “Do the liver cells 
function for a short time postoperatively and then 
fail?” 

In the third type, for 24 to 36 hours after operation 
there is apparently a normal postoperative course, then 
the pulse rate becomes markedly accelerated. The pa- 
tient becomes prostrated with a fall in the blood pres- 
sure and a cessation of urinary secretion, and exhibits 
cold, clammy, moist extremities. The abdomen shows 
no clinical evidence of an unusual postoperative condi- 
tion. A negative gastric lavage demonstrates no gastric 
dilatation. “That all who have had the experience of 
standing at the bed of a patient on whom one has 
operated that morning asks himself: ‘What is the 
mechanism that is killing that patient?? A few hours 
later the patient is dead. The death certificate is made 
out: terminal pneumonia, heart failure or uremia, three 
insecure diagnoses, terminal events. Some chemical 
change has taken place, whether it has been the unfor- 
tunate misadventure of the time of operation or some- 
thing else, the result has been sequential to the opera- 
tion intervention.” 

Dr. Damon B. Pfeiffer, discussing Heyd’s paper, 
stated: “It seems probable that the outcome is due to 
some derangement, not thoroughly understood, of cer- 
tain essential hepatic functions. It is well to appreciate 
the dangers that lurk in operations on patients with a 
damaged liver.” 

Donald Guthrie, in a recent review of 434 gallbladder 
and duct operations, analyzed several so-called deaths 
from hepatic failure. The characteristics in some of 
these cases seem to be a sudden drop in blood pressure, 
rapid, shallow respiration, cold, clammy skin, collapse 
and cyanosis, hyperpyrexia, death. ; 


The experience of those who have been quoted 
seems to strengthen my opinion, that death in 
these cases cannot be attributed directly to any 
one organ. It is a vicious circle produced by 
the association of degenerative changes in many 
organs which produce toxins which make con- 
tinuance of life impossible. 

Let us recall for the moment that practically 
all gallbladder disease is associated with infec- 
tion, and that there is liver damage in a great 
proportion of the cases. Liver function tests are 
= yet sufficiently accurate to be of great ben- 
efit. 

Until recently the “liver deaths” following 


528 SOUTHERN MEDICAL JOURNAL June 1933 


gallbladder surgery have been a source of mys- 
tery. With the unfolding of knowledge with ref- 
erence to the effects of (1) sudden change in 
the hydrostatics of biliary circulation precipi- 
tated by the removal of the gallbladder; (2) the 
effect of increased icterus index on secondary 
hemorrhage, whether concealed or not; (3) and 
the effect of the increased icterus index on the 
clotting index and on the kidneys, we shall learn 
more and more to appreciate the value of earlier 
intervention so that the calamities of the past 
may cease to be the source of high mortality 
rates in this type of case. 


There are other factors which are not so 
prominently considered in some of our discus- 
sions. 

Surgery is at times attempted in these cases 
without information which can easily be ob- 
tained. Surgery of the gallbladder is not al- 
ways a work of art. We all know that many 
surgeons are satisfied that they are skillful 
enough to identify the cystic duct. After they 
have done this, the gallbladder is removed with 
little regard for what may be present in the 
ducts beyond. Only recently Frank Lahey has 
proven that by routine investigation of the com- 
mon duct many stones are brought to light which 
might otherwise have remained to give trouble 
at a later date. This impressive finding of 
Lahey’s should bear fruit. Ill advised surgery, 
such as cholecystectomy, when a gangrenous 
process exists, may and does cause, unnecessary 
loss of life. 


In discussing urgent abdominal surgery di- 
rected against the gallbladder I want briefly to 
discuss a particular experience which gave me a 
tremendous amount of joy. 


On February 5, 1932, I was called to see Mrs. F. W., 
who was approximately 82 years of age. She was com- 
plaining of a constant abdominal pain which had lasted 
12 hours. Believing the pain to be due to a dietary 
indiscretion, she had taken milk of magnesia, which 
she promptly vomited. The pain was limited to the 
right side of the abdomen. Her temperature was nor- 
mal. The pulse varied between 80 and 90. There was 
marked resistance of the abdominal muscles on the 
right side. The leucocyte count taken immediately was 
19,200, with 88 per cent neutrophils. 

Within two hours I saw the patient again and ad- 
vised immediate removal to the hospital, as it seemed 
to me she had an acute surgical abdomen, localization 
pointing more directly at that time to an appendix. 

On account of her age and the responsibility involved 
I advised that a consultation be called. Accordingly Dr. 
C. Jeff Miller was asked to sce the patient after her 
admission to Touro Infirmary. A blood count taken at 
this time was 28,000, with 84 per cent neutrophils. 

At this time her pain was more hypogastric and 
hypochondriac than right iliac. There was more pain 
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on palpation in the hypochondrium than in the right 
iliac region, thus pointing to a possible gallbladder in 
association with an appendix. Dr. Miller concurred in 
the opinion, but seemed to lean more to the probability 
of a gallbladder as the immediate causative factor. 


Operation was proceeded with. A right rectus mus- 
cle splitting incision was done and the peritoneum 
opened. A large quantity of free peritoneal fluid was 
found and some fibrinous exudate on the bowel. The 
cecum was brought into view; the appendix was short, 
thickened, pale; the meso contained a large quantity of 
fat which was friable. 


Appendectomy in the usual manner was done, with 
ligature of the meso, clamp, ligature, pursestring, car- 
bolized knife, alcohol and inversion. 

A hand was inserted into the upper quadrant and it 
was found that the gallbladder was stuffed and tense. 
The incision was prolonged upward and the gallbladder 
exposed, protruding under the edge of the liver. The 
liver was yellowish brown in appearance and seemed to 
be very friable. 

The gallbladder was aspirated and incised and about 
100 gallstones, variable in size, were removed. A pezzer 
catheter was introduced into the gallbladder and the 
wall of the gallb!adder approximated around the pezzer 
catheter. 

Cecostomy was done after this. 

The abdomen was closed, using interrupted through 
and through sutures, as well as tier sutures, peritoneum 
with plain catgut; sheath of rectus with chromic catgut, 
skin with an interlock of dermol sutures. 


What difference in procedure did age make? 
At the operating table particularly it caused me 
to do an enterostomy in addition to what had al- 
ready been done. There may be those who would 
not have considered enterostomy a necessity. Be- 
lieving, as I do, that absorption from either a 
closed loop or stagnant loops of gut is a potent 
source of trouble in peritonitis, I performed an 
enterostomy. 


There is no question in my mind that the two 
most valuable things done for this patient were, 
first, enterostomy, and second, supplying fluid 
in large quantities by vein. 


Convalescence was not marked by anything unusual 
until suddenly on the afternoon of the sixth postopera- 
tive day she complained of pain in her chest, dyspnea, 
and a non-productive cough. In a short while she be- 
came cyanosed. It was my impression that a bronchus 
was blocked, and accordingly carbon dioxide was given. 
In a short time she was relieved of pain and her color 
soon became pink. 


It is the routine with me to give carbon dioxide 
postoperatively, at least twice during the first 
24 hours. I believe that by so doing many pul- 
monary complications can be prevented. 

This patient went on to ultimate recovery and 
is now, several months later, apparently in ex- 
cellent shape. Every such experience brings us 
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nearer that goal to which Dr. Finney alluded in 
his address, “Saving the Hundredth Man.” 


There is the other side of the picture. Dis- 
couragement usually follows a sudden unexpected 
death. If we were better able to interpret a 
patient’s symptoms and knew more of the com- 
plex body chemistry, we should see fewer sud- 
den deaths and fewer alibis would be seen on 
death certificates. Such unexpected experiences 
should stimulate rather than depress after the 
primary shock is over. This is well illustrated 
in the life of the late Dr. Willy Meyer. In a 
recent biographic tribute to Dr. Meyer, the au- 
thor mentions the fact that in 1895 his eldest 
daughter, then nine years old, developed an 
acute appendicitis. The child was operated upon 
and died. Dr. Meyer’s reaction to this great 
tragedy might well be taken as a model of ac- 
tion, for the author states: 

“Stunned and crushed by this irreparable loss, he 
began an intensive study of the subject and wrote 
many papers. He stamped appendicitis a surgical dis- 
ease, and urgently advised immediate operation during 
or immediately after the first attack.” 

In a recent paper by Harvey Cushing, atten- 
tion is called to the fact that incomplete autop- 
sies probably are responsible for lack of informa- 
tion as to the real cause of death. In many ab- 
dominal cases, the brain is not examined and 
in deaths caused by disease of the brain, ab- 
dominal examinations are often omitted. After 
examining a number of records in which the 
cause of death has been put down as “cardiac 
failure’ I am more convinced that without au- 
topsy, certificates do not give sufficient informa- 
tion. Many of the so-called cardiac failures 
without evidence of cardiac decompensation are 
in reality due to other causes. Death is attrib- 
uted to myocarditis when the cardiac or respira- 
tory failure was probably secondary to compres- 
sion phenomena. 

I believe in the case, the summary of which 
follows, that death was directly due to compres- 
sion phenomena. Unfortunately, the only evi- 
dence we have is blood obtained by cisterna 
puncture. 

In the case of Mrs. S. G., age 72 years (I-6759) the 
provisional diagnosis was empyema of the gallbladder, 
cholelithiasis and obstruction of the common bile duct 
by stone. The final diagnosis was empyema of the 
gallbladder, cholelithiasis, obstruction of the common 
duct, circulatory collapse, acute parenchymatous ne- 
phritis, and cerebral embolus. October 8, 1931, three 
days prior to admission, she complained of severe ab- 
dominal pain which became progressively worse until 


the day of admission to the hospital, at which time 
her temperature was 103° and pulse 96. The patient 
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was deeply jaundiced, the abdomen was distended, rigid 
and tender to the touch. 

Immediately laboratory data were obtained. Urine 
examination revealed a specific gravity of 1.030, a 
heavy trace of albumin, and bile four plus. The 
blood count revealed leucocytes 21,500, neutrophils 76 
per cent, large mononuclears 12, the van den Bergh 
rapid direct positive, icterus index 50. Blood pressure 
was 138/76; coagulating time 4 minutes, and bleeding 
time minutes. 

An immediate operation was done, with removal of 
stones and cholecystostomy. 

During the first 24 hours after operation we ob- 
tained 250 c. c. of urine by catheter. Respiration va- 
ried between 26 and 32. The pulse remained around 
100-112, with no abnormal distention. On the after- 
noon of the second day (about 48 hours after opera- 
tion) the patient seemed to be in no immediate danger. 
The only untoward outward manifestation was the 
small urinary output. Less than 45 minutes after my 
visit to her bedside the intern was summoned because 
her pulse became suddenly imperceptible. The blood 
pressure was so low when the intern arrived that he 
could not make a reading. She did not comp‘ain of 
pain; no cyanosis was noted. Respiration failed before 
the heart. 

At autopsy we found evidence of acute parenchyma- 
tous nephritis, hepatitis, fatty degeneration of the liver 
and by cisterna puncture we obtained bloody cerebro- 
spinal fluid. 

As we look back over this case we question 
what could have been done to avert the tragedy. 
Surgery was urgently indicated when I saw her. 
Further delay would certainly have been fatal. 
The chance had to be taken. The particular 
terminal phenomena I could not foresee. Per- 
haps another might have been a better prophet, 
and maybe now someone might tell me how I 
can avoid such an experience again. Sugges- 
tions are welcome. The only suggestion that 
seems pertinent is that surgery was deferred 
years too long, as we read in her history that 
she had had “indigestion” for a number of years. 

In another gallbladder death the danger of 
delay and the need for surgery in jaundiced pa- 
tients is emphasized. Definite diagnosis is not 
always possible. Cases which from available 
clinical and laboratory data seem to have a ma- 
lignant process are found at operation to have 
a stone, which gives a better chance for cure. 


As one reads such a history as the following 
he wonders how it is possible that men who pose 
as physicians can either procrastinate so long or 
accept responsibility for treatment of conditions 
which another might have handled better. After 
all it is life we are dealing with. 

In the case of Mrs. A. G., age 56 years (J-1480), the 
provisional diagnosis was diabetes mellitis and carci- 
noma of the head of the pancreas. The final diagnosis 
was cholelithiasis, chronic interstitial nephritis, and 
acute nephritis. In March, 1932, the patient, a known 


diabetic, had complained of progressive weakness and 
a painless jaundice. There had been a marked loss of 
weight. The manifestations noted above had lasted 
about six weeks. During that period she had been un- 
der the observation of a licensed practitioner. Her 
jaundice became very deep; her weakness marked. 


The patient then consulted Dr. I. I. Lemann who, 
after making a complete examination, referred the pa- 
tient to me for surgical intervention. 


The outstanding findings of the clinical examination 
were as follows: jaundice; telangiectases on the chest; 
the abdomen was large; the liver could be felt about 
three fingers’ breadth below the costal margin. There 
was a palpab’e mass which was movable, not particu- 
larly tender to the touch, in the right hypochondrium. 
This, we believe to be the gallbladder. 

Blood count showed 5,170,000 red cells, 8,000 leuco- 
cytes, neutrophils 75 per cent, platelets 640,000, coagu- 
lating time 3 minutes, bleeding time 2 minutes, 30 sec- 
onds. B!ood chemistry: total non-protein nitrogen, 30; 
urea nitrogen, 15; creatinine, 1.3; uric acid, 2.5; dex- 
trose, 172. The icterus index was 105. Examination of 
the urine showed large quantities of bile. Qualitatively 
there was a reducing action indicative of the presence 
of sugar. The van den Bergh showed a rapid biphasic 
reaction. 

A summary of the case then shows painless jaundice, 
loss of weight, diarrhea, coloring matter in the stools, 
bile in the urine and glycosuria. 


Our findings seemed to indicate that we were 
probably dealing with an obstructive jaundice 
due to malignancy. However, the presence of 
stones in the gallbladder, causing a mechanical 
obstruction, was mentioned as a possibility be- 
fore operation. The following is an abstract of 
the operative record: 


“Preoperative diagnosis: (1) obstructive jaundice due 
to malignancy; (2) cholelithiasis, mechanical obstruc- 
tion, stones in the gallb'adder by mechanical pressure 
producing an obstruction. 

“Operative procedure: right rectus incision. Perito- 
neum deeply jaundiced, thickened. As soon as the ab- 
domen was opened a gallbladder with thickened walls, 
not translucent, distended with stones, was felt and 
seen. The liver had an irregular blue-gray slate color, 
mottled with some definite changes of chronic hepatitis. 
It was not the liver of a cholangitis. 

“There were adhesions between the omentum and the 
entire gallbladder with the exception of the fundus. 
These adhesions were separated, so that I could deter- 
mine as nearly as possible the condition of the common 
duct and the pancreas and also thinking that I might 
have to close the common duct, should the obstruction 
be in there. 


“The gallbladder was incised and about 200 faceted 
stones were found in the gallbladder and in the duct. 
Four or five of these stones had slipped down into the 
common and some we found in the hepatic duct. These 
were milked down and brought out through the gall- 
bladder opening. 

“After this the gallbladder was observed and palpated 
from within. The ducts were palpated; no further 
stones were found. The head of the pancreas seemed 
to be enlarged and rather hard. 
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“A pezzer catheter was placed in the fundus of the 
gallbladder and pursestringed-Lembert sutures. The ab- 
domen was closed by the tier method. 

“Postoperative course: during the first 24 hours post- 
operatively the patient did not void and no urine was 
obtained by catheter. During the second 24 hours 
90 c. c. of urine were obtained. The patient was rest- 
less. The abdomen was only slightly distended, and 
while she regurgitated small quantities of brown fluid, 
the stomach was not found to be dilated when a nasal 
tube was passed. Her temperature rose to 101.6 on 
the first postoperative day and remained near that level 
until the end. 

“Restlessness was progressive, air hunger became a 
prominent feature as the pulse became weaker and 
respiration more shallow.” 


This case conforms to Type 3 of Heyd’s clas- 
sification of “liver deaths.’ I cannot believe 
that the liver alone was responsible. This is 
just another example which emphasizes that 
these unexpected deaths cannot be attributed 
directly to any one organ. The experiences re- 
lated in this paper remind us as surgeons that 
we must reverse the sentiment of Tennyson’s 
“Charge of the Light Brigade:” “Theirs not to 
reason why, theirs but to do and die;” for it is 
our duty to make an effort to reason why, so 
that eventually fewer such experiences will con- 
front our successors. 


CONCLUSIONS 


(1) Urgent surgery in the aged demands a 
careful survey of reserve powers so that surgery 
will be attended by a minimum risk. 

(2) Immediate careful prophylactic preopera- 
tive preparation is essential. 

(3) Prompt, adequate and expeditious sur- 
gery should be done. 

(4) The anesthetic should be selected with 
care. 

(5) Consultations should be avoided at the 
operating table. 

(6) Postoperative treatment should be planned 
to prevent tragic complications. 

(7) An adequate supply of fluids will prevent 
dehydration. 

(8) The routine use of carbon dioxide will 
minimize postoperative pulmonary complica- 
tions. 


(9) Suspicion will prevent many unnecessary 
deaths from malignancy of the stomach and 
bowel. 

(10) Enterostomy will prevent deaths from 
ileus in cases of acute surgical abdomens in the 
aged. 


(11) Gallbladder disease is a frequent indi- 
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cation for urgent surgery after the meridian of 
life. 

(12) Attention is directed to the so-called 
“liver deaths.” 


(13) The unexplained postoperative deaths 
are most often due to a vicious circle produced 
by degenerative changes in many organs rather 
than directly attributable to failure of function 
in one organ. 

(14) Incomplete autopsy or failure to do an 
autopsy are responsible for incorrect death cer- 
tificates. 

(15) A review of our failures and a careful 
study of disturbances of blood chemistry will 
diminish the mortality statistics in the aged. 

(16) Contentment with one’s end results will 
do nothing towards stimulating our successors. 
1522 Aline Street 


DISCUSSION (Abstract) 


Dr. Frank K. Boland, Atlanta, Ga—In the preopera- 
tive preparation of an elderly patient we should re- 
member that older persons as a rule are more suscepti- 
ble to the effects of opium than younger people. One- 
fourth of a grain of morphia administered to an old 
man or woman not used to it is liable to lower the 
respiration to ten or twelve a minute and cause the 
anesthetist no little worry. Such a dose may diminish 
the cough reflex after the operation, and thus invite 
pulmonary complications. I believe in the use of 10 
per cent carbon dioxide with 90 per cent oxygen daily 
for two or three days following: the operation as a 
means of increasing the force of respiration, and thus 
blowing mucus out of the bronchi and preventing pul- 
monary collapse. 


I have never found a roentgenogram without barium 
of much value in locating the point of an acute intesti- 
nal obstruction, but it is useful in recognizing the pres- 
ence of free gas in the peritoneal cavity. Sometimes a 
lateral view is necessary to tell whether gas or air is 
above or below the diaphragm. Patients with biliary 
disease should be given plenty of fluids and glucose be- 
fore operation. This may keep down the number of 
“iver deaths.” One of the most vital points stressed 
by Dr. Cohn is that surgery of the biliary tract in the 
aged should be done early, before complications, such 
as stone in the common duct, have had time to develop. 
Stone in the common duct should be suspected and 
sought in all patients with biliary disease, but especially 
in elderly subjects. While it is recognized that chole- 
cystectomy generally is to be preferred to cholecys- 
tostomy, often it is better judgment in old people to 
drain the gallbladder than to take it out. These pa- 
tients require special postoperative care. Apparently 
trivial things need attention. Patients should be pro- 
tected from draughts in bringing them from the operat- 
ing room to their beds. Their position in bed should 
be changed frequently, and the urinary output should 
be maintained. And then, finally, after great appre- 
hension on the part of doctors and friends, how often 
do our 70-year-old patients withstand a serious abdom- 
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inal operation perfectly and make a rapid and com- 
plete recovery! 


Dr. J. M. Mason, Birmingham, Ala.—Aged patients 
are, as a rule, poor surgical risks. Too often they have 
lived on quietly and with but little tax on their vital 
resources until some illness or accident makes demands 
upon them which they are unable to meet. 

I have been particularly impressed with the gravity 
of gallbladder and appendical disease in the aged. The 
attack which brings an aged person to operation is usu- 
ally a severe one, and is generally one of a series, each 
one of which has aggravated the local condition and 
has, in addition, contributed its part to undermining 
the resistance and strength of the patient. 

General anesthesia and prolonged confinement to bed 
after operations are further unfavorable features. Hence 
local anesthesia should be employed whenever possible. 

I have had no experience with enterostomy in the 
class of cases in which Dr. Cohn recommends it, but 
agree with him as to its value. 


THE END-RESULTS OF TEN YEARS’ 
STUDY OF TREATMENT OF PREG- 
NANCY SYPHILIS IN 
TRIMESTERS* 


By James R. REINBERGER, M.D., 
and 
Percy W. Toomss, M.D.,7 
Memphis, Tenn. 


The high incidence of stillbirths from syphilis 
in the Maternity Clinic of the Memphis General 
Hospital prior to 1922 prompted a joint confer- 
ence of the departmental heads of the Clinics of 
Obstetrics, Pediatrics and Syphilology. It was 
evident that unless united effort was made little 
could be accomplished in progress toward low- 
ering our unfortunate record. 

The Department of Obstetrics obligated itself 
to refer all cases presenting evidence of syph- 
ilis, serologically or clinically, to the Depart- 
ment of Syphilology for immediate consultation 
and treatment; to insure return of patients at 
regular intervals; to examine babies immediately 
after birth: and to refer babies from the postpar- 
tum clinic to the syphilis clinic whether or not 
there were evidences of syphilis. 

The Department of Syphilology likewise as- 
sumed its obligation by reserving one week day 
for the study and treatment of syphilitic preg- 
nant women, special attention being directed to- 


*Read in Section on Obstetrics, Southern Medical Association, 
Twenty-Sixth Annual Meeting, Birmingham, Alabama, November 
15-18, 1932. 

*From the Department of Obstetrics, University of Tennessee 
College of Medicine. 

tDied January 3, 1933. 


ward the dosage, interval and specific follow-up 
of all invalided cases in the hospital. 

The Department of Pediatrics, for its part, 
requested active control of babies referred to it 
presenting no evidence of syphilis. This meas- 
ure was to ascertain the exact number of pa- 
tients who might become serologically or clin- 
ically positive and for the purpose of directing 
treatment where evidences of the disease were 
found. 


Of such interest was this problem that one 
of us personally extracted the history and fol- 
low-up records of the first 500 cases included 
in this report. Later they were given the De- 
partment of Syphilology with the request that 
an analytical study be made. 


The material which forms the basis of this 
study is from consecutive patients admitted to 
the Clinic from June, 1922, to June, 1932. Our 
reason for submitting an even number of pa- 
tients in this ten years’ study was one of con- 
venience in estimating the end-results on an ac- 
tual percentage basis. 

On admission to the Maternity Clinic the pa- 
tient was given a thorough physical examination. 
Evidence of syphilis was sought. Superficial le- 
sions of the genitals were formerly studied by 
dark field examinations. This method, however, 
proved unsatisfactory and burdensome in that 
the majority of the examinations of suspicious 
lesions resulted in negative evidence. It is not 
denied that a positive finding is conclusive. The 
history of infection, various syphilitic manifesta- 
tions and stillbirths are considered in correlating 
a diagnosis. In our Clinic the serological reac- 
tion, the Wassermann checked by the Kahn, is 
depended upon to give positive or negative indi- 
cation of the existence of syphilis. 

We do not feel that pregnancy alters in any 
way the serological reaction. We checked the 
500 positive Wassermann reactions and found 
them to be about 100 per cent accurate. Later 
the Kahn was run in conjunction with every 
Wassermann. To verify the accuracy of the re- 
action a second Wassermann and Kahn were 
made upon every patient showing either reaction 
positive. We therefore feel that any patient 
whose blood shows a positive Wassermann and 
Kahn, even without clinical evidence of syph- 
ilis, is syphilitic and should be given immediate 
treatment. Less than one week elapses between 
diagnosis and initiation of treatment. 

In those instances of patients who fail to at- 
tend the Clinic and in whom serological studies 
cannot be made; whose histories and serological 
or clinical signs are negative, placental studies 
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are indicated and would prove invaluable. We 
are thoroughly in accord with others that the 
placenta yields an abundance of information in 
establishing or correlating the diagnosis of con- 
genital syphilis. Unfortunately study of this in- 
teresting phase is prohibitive because of our 
meager endowment. 


Our Department lends additional assistance to 
the careful follow-up of the Department of 
Syphilology. The latter has a supervisor with 
two trained assistants to conduct the clerical 
work. Our Department is constantly on the 
alert for those patients who fail to continue 
treatment. The maternity supervising nurse 
shares in the responsibility for the return of 
these patients. As a further aid, all visiting 
district and city nurses ferret out the negligents. 


Our State law does not require those afflicted 
with syphilis to receive treatment, but our Clinic 
refuses to care for patients who decline this 
service. Our insistence has been so great that 
within the past ten years we have had but six 
patients who refused. This is evidenced by the 
fact that but 7 per cent of the 1,000 cases failed 
to receive treatment, that over 50 per cent be- 
gan treatment in the first trimester and 27 per 
cent in the second trimester. It is with pleasur- 
able pride that we point to the fact that over 77 
per cent of our patients received treatment dur- 
ing the first six months. 

The treatment is under the direct supervision 
of the Department of Syphilology, and the De- 
partment of Obstetrics does not attempt to out- 
line the procedure. Occasionally, however, in 
cases where serological and clinical evidence fail 
to suggest the cause of repeated stillbirths, we 
request that antisyphilitic treatment be given a 
trial. Hope is indulged that a special clinic for 
syphilitic patients may soon be inaugurated on 
our service, thereby relieving the obstetrician of 
this obligation during his routine antenatal 
studies. Moreover, if patients require antenatal 
hospitalization for any reason, the Department 
of Syphilology is responsible for the continuance 
of treatment. 

In the immediate puerperium, babies of moth- 
ers treated in the antenatal period are studied. 
If clinical and serological evidence of syphilis 
is present treatment is begun at once. We feel 
that much valuable time may be lost between 
delivery and the usual six weeks follow-up visit. 
Cord Wassermanns are not relied upon, as the 
positive ones only are indicative of syphilis. 

At the six weeks postpartum clinic all mothers 
and babies are referred to the syphilis clinic for 
study. The baby is referred to a special divi- 
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sion of the Pediatrics Service known to us as 
the “congenital syphilis clinic.” Those babies 
presenting clinical and serological evidence are 
treated, while those pronounced normal are 
placed under observation for two years. Regu- 
lar blood Wessermanns, however, are made at 
three month intervals. No child is treated upon 
the basis of the mother’s condition. 


Chart 1 

Number of patients admitted to clinic June, 1922, to 

Number of patients included in this study no . 1,000 
Primipara ... 48 per cent 
Treatment begun in first trimester _. 50 per cent 
Treatment begun in second trimester . 27 per cent 
Treatment begun in third trimester... 17 per cent 


Total number of patients receiving treatment _ 94 per cent 
Total number of patients receiving no 


. 6 percent 


Analysis of our series of 1,000 cases of preg- 
nancy syphilis extended over a period of ten 
years. Approximately 10,000 new admissions 
showed an incidence of syphilis in 10 per cent 
of the cases. This is in accord with most clinics 
having a large colored clientele. Furthermore, 
it is interesting to note that it is comparatively 
easy to educate the young negress, as well as the 
older ones, to the importance of treatment, the 
ratio in the series being 48 and 52 per cent, 
respectively. This is further emphasized in 
that (Chart 1) 94 per cent received treatment 
with only 6 per cent failures. This failure of 6 
per cent may be accounted for largely because 
of the occasional late admission to the Clinic 
and the inconvenience incident to the later 
months of pregnancy, making it impossible for 
many to attend. We have no auxiliary outpost 
for these patients. In the immediate future we 
contemplate such a station for their accommoda- 
tion. 


Chart 2 


For convenience this study is divided into groups. 

Group I. Previous pregnancies terminating in abortion or still- 
birth. 

Group II. Previous pregnancies terminating in living syphilitic 
babies, many dying within eighteen months. 

Group III. First pregnancy. 


Chart 2 in the series is divided for conven- 
ience into groups. Group I consists of those 
patients who have never given birth to a living 
baby and composes 31 per cent of all cases. 
Group II, in which pregnancy has proceeded to 
term and resulted in living syphilitic children, 


‘many of whom succumbed before 18 months, 


composes 21 per cent of all cases. Group III 
represents women registered for their first preg- 
nancy, composing 48 per cent of all cases. It 
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may be observed that Group IJ/I contains the 
largest number, and we trust the future will 
shift most of the patients into this group, 
thereby salvaging the tremendous number of ob- 
stetric tragedies previously sacrificed in the first 
two groups. 

The groups were further divided into trimes- 
ter study. It is believed that the earlier in preg- 
nancy treatment is begun the greater oppor- 
tunity of obtaining syphilis-free offspring. A 
study of this nature may be of prognostic value 
in evaluating the incidence of normal living ba- 
bies; in determining whether the serological or 
clinical evidence appeared primarily; in ascer- 
taining whether serological was substantiated by 
clinical evidence at birth or later, or vice versa; 
and, lastly, in acquiring definite information 
relative to the true story of abortion, premature 
labor and stillbirth. 


Chart 3 


END-RESULTS OF 1,000 SYPHILIS PREGNANCIES 


Comparative Group Trimester Study in Percentage Resulting in 
Normal Babies 


Group I 
Full term, treatment begun in first trimester. 
Full term, treatment begun in second trimester. 
Full term, treatment begun in third trimester. 
Normal, 20 per cent; failures, 11 per cent. 
Group II 21 
Full term, treatment begun in first trimester. 
Full term, treatment begun in second trimester. 
Full term, treatment begun in third trimester. 
Normal, 15 per cent; failures, 6 per cent. 
Group III 48 
Full term, treatment begun in first trimester. 
Full term, treatment begun in second trimester. 
Full term, treatment begun in third trimester. 
Normal, 30 per cent; failures, 18 per cent. 


The combined end-results in normal living ba- 
bies are studied in Chart 3. It is observed that 
when treatment was begun in the first trimester 
more normal living babies were delivered than 
in the others. Group III gives a larger percent- 
age of living babies than the other groups, but 
striking is the 50 per cent increase in living 
babies of Group I over Group I]. The reason 
for this is inexplainable, as the age of the syph- 
ilis was not studied. This may be a factor, 
but it is strange that in Group I women who 
had never given birth to a living baby should 
show better results than those whose physical 
syphilis permitted pregnancy to proceed to full 
term, with living syphilitic children. It is fur- 
ther interesting to note that the third trimester 
promised about 7 per cent for a living baby in 
Group II and 12 per cent chance in Group III. 
The end-result was 65 per cent normal children 
for all groups, with 35 per cent failure in syphi- 
litic tragedies. 
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Chart 4 
END-RESULTS OF 1,000 SYPHILIS PREGNANCIES 
Comparative Group Trimester Study in Percentage, Resulting in 
Syphilitic Babies with Serological Evidence Only 
Per Cent 
4 


First trimester, full term, 2 to 4 plus Wassermann —.. 4 
Secoad trimester, full term, 2 to 4 plus Wassermann.. 0 
Third trimester, full term, 2 to 4 plus Wassermann .. 0 

2.5 
First trimester, full term, 2 to 4 plus Wassermann ... 0 
Second trimester, full term, 2 to 4 plus Wassermann... 2 
Third trimester, full term, 2 to 4 plus Wassermann.__ 5 
Group III 
First trimester, full term, 2 to 4 plus Wassermann._. 2 
Second trimester, full term, 2 to 4 plus Wassermann.._. 1 
Third trimester, full term, 2 to 4 plus Wassermann.. 1 


Chart 5 


END-RESULTS OF 1,000 SYPHILIS PREGNANCIES 


Comparative Group Total Trimester Study Contrasting the Inci- 
dence of Syphilis Tragedies 


Serological 
Normal Babies Evidence 
Per Cent Per Cent 
20 4 
Group II 15 2.5 
Group III 30 5 
Total 65 11.5 


The next point of interest is the study of 
Chart 4, in which normal living babies have been 
eliminated. This reveals the presence of sero- 
logical evidence only and consists of 11.5 per 
cent of the 35 per cent syphilitic tragedies. The 
figures in this group are apparently inconsistent. 
In Group I, first trimester, 4 per cent presented 
evidence, while in Group II there was no evi- 
dence and in Group III the serological evidence 
presented was 2 per cent. The second and third 
trimesters of Group I disclosed no further sero- 
logical evidence. 

In Groups II and III the second and third tri- 
mesters showed 2 per cent and 0.5 per cent, re- 
spectively, while in Group III the second and 
third trimesters showed proportionate evidence. 
If this serological study is to be of value it must 
be contrasted with the same group trimester 
study of clinical evidence of syphilis. 


Chart 6 


END-RESULTS OF 1,000 SYPHILIS PREGNANCIES 


Comparative Group Trimester Study in Percentage, Resulting in 
Babies with Clinical Evidence of Syphilis 


Per Cent 
Group I 4 
First trimester, full term 0 
Second trimester, full term 3 
Third trimester, full term - 1 
Group II 0.5 
First trimester, full term 0 
Second trimester, full term it) 
Third trimester, full term 0.5 
Group III 5.5 
First trimester, full term 1 
Second trimester, full term, premature.........#__sWI1 
Third trimester, full term, premature... 


Per Cent 
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Chart 7 


END-RESULTS OF 1,000 SYPHILIS PREGNANCIES 


Comparative Group Total Trimester Study Contrasting the Further 
Incidence of Syphilis Tragedies 


Normal Serological Clinical 
Babies Evidence Evidence 
Per Cent Per Cent Per Cent 
Group I . 4 4 
_ 2.5 0.5 
5 53 


Chart 6 composes 10 per cent of the 35 per 
cent syphilitic tragedies showing clinical evi- 
dence. In Group I, first trimester, no clinical 
evidence is seen, while in the second and third 
trimesters syphilis is apparent in 3 per cent and 
1 per cent, respectively. In Group II only 0.5 
per cent clinical evidence is observed, showing 
the fallacy of depending solely upon this evi- 
dence for diagnosis, while in Group IJI younger 
women’s babies gave more evidence of syphilis 
than in the first trimester with 1 per cent. The 
second trimester contained 1 per cent, with an 
increase to 3.5 per cent in the third trimester. 
It has always been felt that serological was more 
frequently present than clinical evidence, but 
by contrasting the group collectively with sero- 
logical against clinical evidence there is only 
11.5 against 10 per cent. A study of these 
groups, therefore, disproves previous opinion and 
indicates that either may show itself in any tri- 
mester. The percentage of these babies pre- 
senting clinical evidence of syphilis with posi- 
tive blood reaction, and vice versa, would be in- 
teresting. Unfortunately, this calculation was 
not made. 


Chart 8 


END-KESULTS OF 1,000 SYPHILIS PREGNANCIES 
Comparative Group Trimester Study.in Percentage, Resulting in 
Stillbirths 
Per Cent 
Group I 3 
First trimester, “full term... 
Second trimester, full term, ‘premature. 
Third trimester, full term, premature... 
Group II 
First trimester, full term, premature 
Second trimester, full term, premature... 0 
Third trimester, full term, premature... 0 
First trimester, full term, premature... sore 
Second trimester, full term, premature. 
Third trimester, full term, premature... 


5 


Chart 8 gives the syphilitic tragedies regard- 
less of treatment, accounting for the remaining 
7.5 per cent of the total 35 per cent. Groups I 
and JJ show that no stillbirths resulted when 
treatment was begun in the first trimester, while 
Group III gives 1 per cent stillbirths. In the 


second trimester of Group I, 2 per cent occurred, 
while there were none in the second of Group II. 
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Chart 9 
END-RESULTS OF 1,000 SYPHILIS PREGNANCIES 


Comparative Group Total Trimester Study Contrasting the Inci- 
dence of all Syphilis Tragedies 


Abortion, 
Premature 
Normal Serological Clinical Full Term 
Babies Evidence Evidence Stillbirths 
Per Cent Per Cent Per Cent Per Cent 
20 4 4 3 
Group 30 5 5.5 4.5 
ee 11.5 10 7.5 


Grand Total, End-Results 
Treated cases normal, 65 per cent; failures, 29 per cent—94 per 
cent. 


Untreated cases in series, 6 per cent. 


In Group III, second trimester, there was 1 per 
cent. In the third trimester 1 per cent occurred 
in Group I, none in Group II, and a decided 
increase in Group III. It is singular that the 
largest number occurred in Group III, while 
the absence in Group II suggests either the 
building up of immunity or the presence of or- 
ganisms of less virulence, which is not consistent 
with the normal baby ratio where the best re- 
sults were obtained in Group I and Group III. 
If it were possible to obtain less premature and 
full term stillbirths in Group I] it would seem 
likely that more normal babies would have been 
born in this group. This is not the case. 


Chart 10 


END-RESULTS OF 1,000 SYPHILIS PREGNANCIES 
Comparative Trimester Study in Percentage Receiving No 


Treatment 
Per Cent 
Group I . 
All trimesters, receiving | no “treatment. 
All trimesters, “receiving no treatment. 
Full term, 2 to 4 plus 
Gop 3 2 
All trimesters, receiving no treatment. 
Full term, clinical evidence... 


Chart 10 reviews the end-results in patients 
receiving no treatment for various reasons. This 
group consists of 6 per cent of the 1,000 pa- 
tients included in this study. The fact that ap- 
proximately 90 per cent of our patients were 
negroes is evidence that there was thorough co- 
operation. Even though there is no compulsory 
law requiring this treatment, the desire for it 
speaks well for the hoped-for eradication of con- 
genital syphilis. Much credit is sponsored by 
our good follow-up system and the general bet- 
terment of physical feeling; but to the clinical 
supervisor of the Syphilology Clinic, Miss Annie 
LaRoche, who, by her untiring efforts and sym- 
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pathetic attitude over a long period of years has 
endeared herself to everyone, we make this ac- 
knowledgment of sincere gratitude. 


Chart 7 emphasizes that no patient in Group I 
in any trimester failed to receive treatment. 
This is accounted for in the belief that the desire 
for future children was paramount in these 
women who had suffered repeated abortions and 
stillbirths, varying from two to ten each. Four 
of the 6 per cent total of all cases are found in 
Group II. Two per cent of these resulted in 
serologically positive babies, while 2 per cent 
resulted in abortion and miscarriage. In Group 
III the remaining 2 per cent occurred, 1 per 
cent resulting in babies with clinical evidence 
and 1 per cent in abortions and stillbirths. The 
outstanding finding in this group of untreated 
mothers is that no living normal babies were 
delivered. This is contrary to similar studies by 
others regarding normal living babies born to 
untreated mothers. In our series, a contrast 
study of untreated mothers is too small to justify 
comparison with the treated group, as error in 
this respect may have crept into our tabulation. 
Where 50 per cent of all untreated mothers re- 
sulted in abortions, premature and full term 
stillbirths and the remaining 50 per cent had 
clinical and serological evidence only a very 
slight discrepancy is possible. This is further 
emphasized in Chart 8 of patients having had 
intensive treatment in previous pregnancies with 
no resumption of treatment in the current preg- 
nancy, resulting in 4 per cent only in normal 
living babies. Therefore, the statement made 
previously, that no untreated mother gave birth 
to a normal living baby, is, in a measure, sub- 
stantiated. 

Chart 11 


ANALYSIS OF 150 PATIENTS HAVING HAD TREATMENT 
DURING PREVIOUS PREGNANCIES. INTENSIVE 
TREATMENT RESUMED IN CURRENT PREG- 
NANCY EVEN THOUGH WASSERMANN 
REACTION WAS NEGATIVE 


Per Cent 
Group I. Treatment started in first trimester... 40 
Results: 
Full ‘term normal. 38 
Full term 2 plus Wassermann 2 
Group II. Treatment started in second trimester—....... 28 
Results: 
Full term normal... 24 
Full term 2 plus Wassermann only_ es 
Full term 4 plus Wassermann only... 
Group III. Treatment started in third trimester... 2 
Results: 
Full term normal 10 
Full term 2 plus Wassermann 
Full term 4 plus Wassermann only_.._.. 2 
Full term, clinical evidence 2 
Group IV. Receiving no treatment in current pregnancy. 12 
Results: 


Full term normal 
Full term 4 plus Wassermann.............._..... 
Full term stillbirths : 

Premature, abortions 


Chart 12 


SUMMARY OF ANALYSIS OF 1,000 CASES PRESENTING 
EVIDENCE OF SYPHILIS PREGNANCIES 


Per Cent 
Receiving no treatment... 6 


Of those receiving treatment: 
Normal full term with no serological nor clinical evidence 65 


Serologically positive —...... 11.5 
Clinically positive 10 
Stillbirths (full term, premature, abortions)... 7.5 


Of those receiving no treatment: 
Normal full term with no serological nor clinical evidence 0 
Stillbirths (full term, premature, abortions)... 


w 


A review of the prognostications of many 
syphilographers, “Once syphilis, always syph- 
ilis,” prompted a special study of 150 cases of 
current pregnancies which had received intensive 
treatment in previous pregnancies (Chart 8). 
A number had continued treatment while others 
resumed treatment immediately after the cessa- 
tion of menses. This series was divided into 
trimester groups only. Thirty-eight per cent 
gave birth to normal living babies when treat- 
ment was instituted in the first trimester. Forty 
per cent of the total number began treatment at 
this time, with only 2 per cent showing two 
plus serological evidence. In the second tri- 
mester, 24 of the 28 per cent receiving treatment 
resulted in normal living babies with 2 per cent 
having two plus and 2 per cent four plus sero- 
logical reaction. The third trimester shows that 
10 of the 20 per cent involved in this group 
were normal. Each succeeding trimester appar- 
ently lessens the possibility of normal, healthy 
babies. It is in this period (third trimester) 
that the first clinical evidence shows in 2 per 
cent of the cases, while the remaining 8 per 
cent is divided into 6 per cent with 2 plus and 
2 per cent with 4 plus reaction. There were no 
abortions, premature labors nor stillbirths in the 
series. 

A group consisting of 12 per cent of this 
special 150 cases did not resume treatment. Four 
per cent of these delivered normal babies, show- 
ing that occasionally negative mothers after in- 
tensive treatment, and even if untreated in their 
current pregnancies, may have normal babies. 
It is just as striking that a second 4 per cent 
resulted in 4 plus evidence, thus showing the 
necessity for treatment. More interesting still 
is the 4 per cent of the so-called “cured syph- 
ilis” terminating in abortion, prematurity and 
full term stillbirths. We conclude that no one 
is justified in assuming that, even though the 
patient has been cured clinically and_ serolog- 
ically, she should not be permitted to attempt 
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to go through any pregnancy without treatment 
being resumed upon its onset. 


We submit the treatment outlined and given 
by the Department of Syphilology. The patient 
is given eight intravenous doses of neoarsphena- 
mine. The initial dose is 0.3 gm., increasing the 
dose weekly to 0.6 gm. Following the neoars- 
phenamine treatment, weekly injections of 1 
grain mercury salicylate intramuscularly for 12 
doses are given. A rest period of one month is 
allowed and, regardless of the Wassermann and 
Kahn reaction, the treatment is repeated. Both 
medications are kindly tolerated. Occasionally 
there may be mild mercurialism, when bismuth 
is substituted. The rationale of continuing the 
treatment up to the date of delivery may be 
questioned because of the possible damage to 
already burdened excretory organs. With close 
observance of blood pressure, urine and subjec- 
tive symptoms this danger is slight. The aver- 
age amount of neoarsphenamine given the pa- 
tient is approximately 2.3 gm. and of mercury 
0.5 gm. 

The amount of treatment which ordinarily 
seems infinitesimal, protects in a large percentage 
of cases both mother and child. It is generally 
agreed that the pregnant woman, with her de- 
fense mechanism at its highest development, is 
more amenable to treatment than the non-preg- 
nant woman or the syphilitic man. As stated 
elsewhere in this paper, antisyphilitic treatment 
must be resumed in every pregnancy regardless 
of the patient’s past history of care or the ab- 
sence of serological or clinical evidence, if a 
successful, happy outcome is to be anticipated. 

The excellent results that have followed early 
treatment of pregnancy syphilis has a counter 
part in lessening the incidence of congenital 
syphilis. Formerly in the congenital syphilitic 
clinic it was not uncommon to treat 60 patients 
in one afternoon. At present not more than 10 
are treated. 

Following examination in the Pediatric Clinic 
patients are referred immediately to the Con- 
genital Syphilis Clinic. Serological studies of 
the blood and spinal fluid are made and the 
following treatment is instituted: neoarsphena- 
mine intravenously in all cases. A total of 8 
doses are given at weekly intervals. The initial 
dose varies from 0.05 gm. to 0.2 gm., according 
to the degree of luetic involvement. At the 
end of 8 weeks, mercury is substituted and is 
given for a period of 12 weeks. For young in- 


fants, mercury ointment (U.S.P.) 38 per cent 
is rubbed into different areas of the skin each 
day. For older children mercury salicylate 1% 
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to 1 grain is given intramuscularly. At the 
termination of this period the blood Wasser- 
mann is taken and, if positive, the course of 
treatment is repeated. If the blood Wassermann 
is negative a rest period of 6 weeks is given and 
at the end of this time another blood Wasser- 
mann is taken. If negative, a rest period of 
3 months is given, then another Wassermann is 
made. If by chance positive serological findings 
occur, another complete course is instituted. No 
case is considered cured under two years of 
intensive observation and treatment. 

Approximately 80 per cent of the cases seen 
in early infancy and kept under observation and 
treatment for two years have remained free 
from positive serological tests. Infants born of 
syhilitic mothers who have negative blood and 
spinal Wassermann are kept continually under 
observation and checked every three months for 
two years. 


CONCLUSIONS 


(1) Syphilitic tragedies, including newborns, 
stillbirths and abortions, have been reduced in 
our series from 100 to 35 per cent. 

(2) Pregnancy does not alter the reaction. 

(3) A positive Wassermann and Kahn indi- 
cate syphilis though there is no clinical evi- 
dence. 

(4) The earlier treatment is instituted the 
more likely we are to obtain living normal ba- 
bies. 

(5) The serological evidence at birth is more 
important than clinical evidence. 

(6) Regardless of treatment there is yet a 
small percentage of syphilitic tragedies. 

(7) Even though the patient has had inten- 
sive treatment and is serologically negative, she 
should have treatment in each succeeding preg- 
nancy. 

(8) Treatment has no deleterious effect upon 
mother or baby regardless of the trimester in 
which it is instituted. 


We are indebted to Dr. C. H. Marshall, Associate 
Professor of Dermatology, University of Tennessee Col- 
lege of Medicine, for assistance in the preparation of 
this paper. 


1045 Madison Avenue 


DISCUSSION (Abstract) 


Dr. Milton Smith Lewis, Nashville, Tenn —The ef- 
fectiveness of prenatal antisyphilitic therapy at present 
is universally recognized. The essayists’ charts show 
conclusively that non-treated syphilitic mothers prac- 
tically always give birth to syphilitic children. They 
also show that the number of stillbirths, including full 
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term, prematures and abortions, is twice as frequent 
as in the treated cases; and that adequate antisyphilitic 
treatment carried out early and throughout pregnancy 
is sufficient to insure the birth of a healthy offspring 
in the majority of cases, with a corresponding reduc- 
tion in the number of serologically and clinically posi- 
tive cases. 


Since a non-treated syphilitic mother will practi- 
cally always give birth to a syphilitic child, the ques- 
tion is, at what period of pregnancy should treatment 
be given? 

It is generally believed that the infection occurs about 
the fourth month of pregnancy, so if treatment is in- 
stituted prior to that time the chances for the birth 
of a normal, non-infected infant are very great. Be- 
cause of this belief that fetal infection is more apt to 
occur around the fourth month, we should attempt to 
reach the maximum intensity of our prenatal therapy be- 
tween the fourth and seventh months. 


The earlier in pregnancy antisyphilitic treatment is 
begun, the better are the mother’s chances for bearing 
a healthy infant. On the other hand, in those cases in 
which treatment is commenced much later and is theo- 
retically inadequate, much may be accomplished, for 
an amount which would seem meager protects in a large 
percentage of cases. Therefore, I believe it is never 
too late to start treatment in a pregnant woman. 


As to the antisyphilitic treatment outlined by the 
essayists, little can be added, but it should be empha- 
sized that it is given without any regard to the date 
of the initial infection, and without any regard to a 
negative Wassermann. Also, long-continued treatment 
before pregnancy is not always a protection for future 
pregnancies; rather treatment should be given with each 
pregnancy, notwithstanding the presence of a negative 
Wassermann reaction. 

The analysis of the 150 patients who had had treat- 
ment during previous pregnancies, with intensive treat- 
ment resumed during the current pregnancy, even 
though the Wassermann was negative, bears out this 
statement. The cases treated in the first trimester give 
the excellent result that 57 out of 60 babies were full 
term and normal, with only 3 showing a two plus 
Wassermann. 

Treatment started in the second trimester gave 36 
full term normal babies out of 42. Six remained either 
with a two plus or four plus Wassermann, with no 
clinical evidence of syphilis. 

In marked contrast, treatment started in the third 
trimester gave only 15 out of 30 normal babies, the 
other 15 showing serological and clinical evidence of 
syphilis. 

In those receiving no treatment in their current 
pregnancy, only 6 of 18 babies were normal. Six gave 
definite evidence of syphilis and six terminated in 
either stillbirth, a premature baby or an abortion. 

This analysis alone should impress us with the im- 
portance of treating syphilitic mothers early and 
throughout each pregnancy, regardless of the Wasser- 
mann reaction. 

It is not the number of treatments prenatally, but 
the time they are started that is important. 

A word about the evidence of syphilis in both mothet 
and baby. I agree with the essayists that a positive 
Wassermann or Kahn is sufficient evidence of syphilis 
and should be an indication for instituting treatment. I 
would go further and suggest that even if the cord 
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Wassermann is negative I would institute immediate 
treatment in the offspring, for we are well aware of 
the fact that, due to the mildness of the infection or 
to some special but unknown defense mechanism, the 
offspring may appear normal at birth, but develop 
serological or clinical signs of congenital syphilis a 
few weeks or a month later. 


A negative Wassermann reaction of the cord blood 
in a child whose mother is definitely syphilitic, al- 
though treated during pregnancy, is not sufficient 
evidence that the baby will escape congenital syphilis. 


The prognosis for a serological cure of congenital 
syphilis depends largely upon how early treatment is 
instituted and how long it is persisted in. 


So it is of paramount importance that every syph- 
ilitic woman should be treated during pregnancy with- 
out any regard to the date of the initial infection, with 
no regard to the previous intensive treatment, and 
finally, without any regard to the Wassermann reac- 
tion. In order to do this effectively, it is of the 
greatest importance that the diagnosis be made as early 
as possible by a carefully taken history, a careful phys- 
ical examination, and the performance of a routine 
Wassermann. 


Dr. Jas. R. Bloss, Huntington, W. Va—Many years 
ago the importance of this subject was impressed upon 
me. At that time I was engaged in work dealing with 
psychiatry and neurology. The number of mental de- 
fectives coming under my observation who were victims 
of congenital lues gave me much food for thought. 

For the past twenty years I have been studying this 
question in its relation to my obstetrical practice. For 
some eight years a blood Wassermann has been a rou- 
tine in the examination made at the time I am engaged 
by the patient. Regardless of the previous obstetric 
history of the patient, this is done. Social standing and 
family connections do not excuse the patient from hav- 
ing tests made. Lues, like scabies, may be discovered 
in unexpected places. 

During the prenatal period it is my routine to ad- 
minister energetic antiluetic treatment. My line of 
procedure differs somewhat from that of the essayists. 
It seems to me that there is a danger in giving too 
large doses of arsenicals to pregnant women. The dan- 
ger of injury to a liver already taxed is one not to be 
ignored. For this reason I rarely exceed 0.45 gm. of 
neoarsphenamine and never give more than 0.5 gm. 

I give iodides by mouth through the whole of the 
prenatal period. I give intravenously eight weekly in- 
jections of an arsenical beginning with 0.3 gm. and in- 
creasing to 0.45 gm., the smaller dose first to test for 
an idiosyncrasy. After the course of arsenic, twelve 
weekly intramuscular injections of a preparation of 
bismuth are given. My personal opinion is that bismuth 
is preferable to mercury for intramuscular injections. 
Frequently in the beginning thirty mercury rubs are 
given along with the iodide, intravenous and intramus- 
cular treatments. At the completion of the bismuth 
injections we again start the intravenous arsenic and 
repeat the same routine up to delivery. No rest periods 
intervene. The results obtained with this treatment 
have been encouraging, but I would emphasize the 
point brought out in the paper, namely: that the ear- 
lier in pregnancy the treatment is begun, the more 
satisfactory will be the outcome. 

Some personal observations made in the course of 
studying the relation of endocrine dysfunction to steril- 
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ity in the female, which have not as yet been published, 
are such that I cannot unequivocally agree with the 
authors’ conclusions as to the interpretation of the 
Wassermann reaction in pregnancy. Three patients 
seen because of inability to become pregnant showed 
negative Wassermann reactions. All were found to be 
hypothyroids. They were put on appropriate therapy. 
All became pregnant and blood studies in each showed 
Wassermann plus 1 and Kahn plus 2. This continued 
through the prenatal period and until the lochia ceased 
containing blood after delivery, when at once the com- 
plement fixation again was negative. Cord blood speci- 
mens from the infants were nezative. No specific ther- 
apy except the endocrine was administered at any 
time. 

The only explanation of this which appears plausible 
is that the administration of thyroid substance with a 
resultant pregnancy causes a change in the maternal 
lipoids which gives rise to a faint Wassermann and 
Kahn reaction. : 

It is also to be recalled that the liver of the preg- 
nant woman may show a hypersensitivity to arsenical 
therapy. 


Dr. C. B. Upshaw, Atlanta, Ga.—In discussing this 
report I should like to present some statistics taken 
from the obstetric and pediatric departments of Grady 
(colored) Hospital in Atlanta. This study of syphilis 
in children was done by Dr. M. Hines Roberts, and 
it is through his courtesy that I am able to present 
these statistics. His observations of 903 negro children 
were made over a period varying from a few months 
up to six years of age. 

Eight hundred fifty of the 903 children were born 
of syphilitic mothers and 53 had a positive Wasser- 
mann reaction, although all b!ood tests on the mothers 
had been negative (30 of these remained syphilitic). 

Two hundred forty-three of the babies born of syph- 
ilitic mothers were syphilitic; 607 were non-syphilitic 
at the time this work was completed. There is a total, 
then, of 273 syphilitic infants in this study, yet 103, 
or 37 per cent, of these had a negative cord Wasser- 
mann at birth; 681 infants were born with a negative 
cord Wassermann and 103, or 15 per cent of this num- 
ber, as stated above, later became syphilitic, as proven 
by subsequent blood tests and physical findings. Of 
the 607 non-syphilitic infants born of syphilitic moth- 
ers, 29, or 4.7 per cent, gave positive cord Wassermanns 
at birth. 


From a study of these facts we are forced to dis- 
agree with the conclusion of the authors that ‘The 
serological evidence at birth is more important than the 
clinical evidence.” A negative cord Wassermann does 
not eliminate the possibility of syphilitic infection when 
subsequent follow-up studies in our clinic reveal that 
15 per cent show infection. Also a positive cord Was- 
sermann at birth without physical evidence of the dis- 
ease does not estab'ish the diagnosis of congenital syph- 
ilis, when we remember that a small number, 29, or 
4.7 per cent of non-syphilitics, had positive cord Was- 
sermanns at birth. I might add that these are also 
the conclusions of Williams after a routine study of 
Fs cord Wassermann tests in the Johns Hopkins 

inic. 


Three hundred seventeen mothers received no treat- 
ment and produced 155 infants who have thus far re- 
mained free from the disease. It is probable that 15 
per cent will subsequently become syphilitic. The re- 
maining 533 mothers received treatment of varying in- 
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tensity and 81 produced syphilitic infants, or a fai!ure 
in treatment of 17.8 per cent. One hundred eighty-eight 
women of this group received 9 or more neoarsphena- 
mine injections and produced only 10 syphilitic in- 
fants, or 5.3 per cent failure. So, our findings are in 
accord with the conclusion that regardless of treatment 
there is yet a small percentage of failures. 

In our out-patient prenatal clinic of approximately 
200 patients weekly, about 40 are given antisyphilitic 
treatment, an incidence of about 20 per cent. We are 
not so fortunate in securing 50 per cent of the patients 
in the first trimester. It has been estimated that ap- 
proximately 25 per cent receive treatments in the first 
trimester; 50 per cent during the second trimester, and 
25 per cent in the third trimester. Our treatments are 
continuous at weekly intervals, however, after the diag- 
nosis is made. 

Finally our concern should not be limited to the 
prevention of congenital syphilis in the pregnancy at 
hand. If we are to follow the teachings of syphilogra- 
phers, these mothers must be kept under observation 
for years and, as the essayists have advised and prac- 
ticed, subsequent pregnancies must be guarded by ac- 
tive treatment regardless of the serological reaction. 


Dr. T. K. Brown, St. Louis, Mo—In the routine 
study of a similar group of cases at the Obstetrical 
Clinic of Washington University Dispensary, we have 
found a positive Wassermann in approximately 12 per 
cent of the cases. I wish to emphasize the importance 
of the continuation of antiluetic treatment until deliv- 
ery. If for any reason the treatment is discontinued 
in the latter weeks of gestation, there will be noted a 
greater incidence of offspring with positive findings. 

It does not seem justifiable to discontinue the treat- 
ment during the last weeks of gestation unless there is 
some serious complication demonstrable in the patient 
and due to the treatment. 

Patients with doubtful serological reactions during 
pregnancy should be treated. 


Dr. E. L. King, New Orleans, La.—In the colored fe- 
male prenatal clinics of the New Orleans Charity Hos- 
pital about 18 per cent of the women who apply are 
syphilitic. 

We feel that all of these patients should be treated 
intensively, especially for the effect on the baby. We 
have had some very striking results and we have felt 
that at times we have saved the life of the baby by 
the treatment. We do not feel that these babies are 
free from infection and always advise further treatment 
in the pediatric clinic. 


Dr. Reinberger (closing) —A_ repetition of certain 
facts may stress issues brought out in the paper, 
namely: (1) that all pregnant women should have a 
routine blood Wassermann and if syphilis is suspected 
where the blood Wassermann is negative, the spinal fluid 
should be studied. (2) Treatment should be instituted 
immediately, for the ear'ier the treatment is begun the 
fewer syphilitic complications will arise. (3) The preg- 
nant woman cannot and docs not need the large doses 
necessary in the non-pregnant woman or in the man. 
Acute arsenical poisoning in the form of acute atrophy 
with its general manifestations has followed large doses 
of arsenic. This followed the toxic action of large doses 
superimposed upon the already damaged liver of the 
pregnant woman. Our percentage of cures with sma'l 
doses exemplifies the efficacy of our plan in our end- 
result study. (4) Whether the treatment should be 
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continuous is a question for discussion. Our Depart- 
ment of Syphilology feels that a repetition of the treat- 
ment is advantageous without periods of rest if the 
number of months of gestation permit. (5) Of the 
various medicants used to eradicate syphilis, neoars- 
phenamine, mercury and bismuth have proven their 
value in this series. (6) And lastly, attention is fo- 
cused upon the special group of 150 cases of cured 
syphilis with the end-result in direct ratio to the time 
when treatment was reinstituted in each succeeding 
pregnancy. This gives our Department the dictum 
“Once syphilis always syphilis” in order to avoid syph- 
ilitic tragedies. 


SUPRAPUBIC CYSTOTOMY AND BLAD- 
DER PARALYSIS* 


By Montacue L. Boyp, M.D.,+ 
Atlanta, Ga. 


My purpose in writing a paper upon this sub- 
ject is to attempt to present some of the points 
for and against the treatment of bladder paraly- 
sis by suprapubic cystotomy which have been 
brought out from time to time since the year 
1914. Also, to emphasize the desirability of 
collecting and publishing data on the treatment 
of these cases where infection has not occurred 
and catheterization has not been employed. And 
lastly, to re-emphasize the advantage of treat- 
ing these cases by suprapubic cystotomy when 
the bladder has become infected. 

Suprapubic cystotomy is indicated in three 
classes of cases of bladder paralysis, namely: (1) 
those with paralysis which result from acute in- 
fections in and about the spinal cord, and from 
spinal cord injuries caused by traumatic lesions 
of the spine. The onset of the paralysis is sud- 
den, retention of urine is at first complete, and 
later automatic micturition develops if the pa- 
tient lives long enough and is not too seriously 
sick. (2) Those with paralysis from conditions 
which gradually produce injury to the spinal 
cord or the nerves near the spinal cord, such in- 
juries, for example, as are seen in tumors of 
the spinal cord, tabes dorsalis, and spina bifida 
occulta. In these cases cystotomy may be indi- 
cated when a complete or paradoxical inconti- 
nence of urine appears, or even a partial reten- 
tion of urine from which hydronephrosis and 
bladder and kidney infections develop and which 
are controlled only by obtaining adequate uri- 
nary drainage. (3) Those cases where inconti- 


*Read in Section on Urology, Southern Medical Association, 
Twenty-Sixth Annual Meeting, Birmingham, Alabama, November 
15-18, 1932. 


tHead of Department of Urology, Emory University Medical 
hool. 


nence of urine has been caused by the perform- 
ance of a transurethral resection operation or a 
prostatectomy upon a patient having paralysis 
of either the external or internal sphincter, or a 
partial paralysis of both. This incontinence 
may occur when a benign prostatic hypertrophy 
is removed at prostatectomy from certain pa- 
tients having tabes dorsalis; also, when in re- 
moving a benign prostatic enlargement by trans- 
urethral resection the internal sphincter happens 
to be more or less completely destroyed and the 
external sphincter is also injured, or is discov- 
ered after the operation to function inade- 
quately. 

Since it is impossible adequately to discuss 
these three groups today, I am going to limit 
myself to the first one, expecting to continue 
my discussion of the other groups in later pa- 
pers. 


SUDDEN PARALYSIS OF THE BLADDER DUE TO 
ACUTE INFECTIONS AND TRAUMATIC 
INJURIES OF THE SPINE 


No adequate discussion concerning the treat- 
ment of the urinary tract conditions, which ap- 
pear in sudden paralysis the result of traumatic 
and other serious injuries of the spine, appeared 
in medical literature (Carver!) until many cases 
of spinal injury were encountered by the medi- 
cal profession during the late European War 
(Besley,> J. W. Thompson Walker,’ Kidd‘). 
The care of these cases in the military hospitals 
became a serious problem and the attending 
urologists readily recognized that the methods 
which were being employed for treating the sub- 
sequent urinary retentions and infections were 
by no means what they should be. 

These cases offered the neurologists and phys- 
iologists, who for some years have been inter- 
ested in the neuropathology and neurophysiology 
of micturition, the opportunity to collect val- 
uable data upon the effect on micturition of le- 
sions of the spinal cord at different levels, and 
also, upon automatic micturition and the changes 
in the urethra and bladder which accompanied 
and followed it (Fearnsides,> Head and Rid- 
doch,® Riddoch‘). To the urologists these cases 
offered an opportunity to study the problem of 
how to treat the urinary retention, which al- 
ways occurred immediately, and, also, how to 
prevent and combat the urinary tract infections. 
The urinary retention was during the first part 
of the War being treated routinely by catheteri- 
zation, from which the bladder was nearly al- 
ways infected, and these infections were for the 
most part responsible for causing the death, usu- 
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ally in a few months, of those who recovered 
from the immediate effect of the spinal injury 
(Besley? J. W. Thompson Walker,’ Plagge- 
meyer,’ Cumming,’ A. E. F. Manual of Military 
Urology'’). 

There resulted from the studies which were 
made of these cases two radically different plans 
of treatment: (1) immediate suprapubic cystot- 
omy, preceded by intermittent catheterization 
for the relief of the urinary retention until the 
cystotomy could be performed. (2) Absolutely 
no catheterization, but allowing the overflow to 
take care of drainage from the distended blad- 
der, and assisting the bladder drainage by press- 
ing upon the abdominal wall over the bladder. 
This was to be continued until automatic mic- 
turition occurred, and then that reflex was to be 
assisted by initiating it and increasing its force 
by rubbing, pinching or irritating the skin over 
and in the region of the external genitalia and 
by pressing on the abdomen over the bladder. 
The advocate of this method contended that 
patients so treated had, as a result, (1) no seri- 
ous injury to their general condition; (2) no 
infection of the urinary tract; (3) no retention 
of urine in their bladder sufficient to cause the 
kidney damage which is generally known to be 
caused by inadequate emptying of the bladder. 
If their claims can be proven then there exists 
little reason for the use of suprapubic cystot- 
omy. Unfortunately, however, there have not 
been, so far as I can determine, enough cases 
reported to supply the information needed con- 
cerning the final results of treatment of these 
cases without catheterization and without supra- 
pubic cystotmy. And, as opposed to these claims 
we have certain generally accepted facts about 
the urinary tract conditions which are con- 
stantly present immediately after the paralysis 
appears, and which continue usually for several 
weeks, but may continue for months. These 
are: (1) that the urethra, bladder and the other 
urinary tissues lying in the zones of paralysis 
are very susceptible to infection, as is shown 
by the readiness with which the bladders, for 
example, are infected by catheterization and the 
difficulties encountered in control of the infec- 
tion once it has been established. (2) That re- 
tention of urine, as well as the paralysis, pre- 
disposes the bladder to infection. And, of 
course, we have an enormous retention of urine 
following cord injuries, which continues usually 
for three to six weeks or longer before auto- 
matic micturition begins. (3) That, in these 
flabby walled, overdistended bladders, where a 
spastic contraction of the internal sphincter of- 
fers marked obstruction to urinary outflow, it 
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must be very difficult, or impossible, adequately 
to empty the urine by making pressure on the 
bladder through the abdominal wall. It can be 
done most satisfactorily in children, quite thin 
and small persons, but not so well in fat per- 
sons, or large ones having big pelves and deeply 
seated bladders. (4) That in more or less nor- 
mal people even mild disturbances of the gastro- 
intestinal tract are not infrequently accompanied 
or followed by the passage of colon bacilli into 
the blood stream, through the kidneys, and into 
the urine. And we have in these cases very 
marked disturbances of the large intestine which 
one might well expect to be the cause of colon 
bacilli entering the blood stream. (5) That one 
of the effects of a retention of urine in the blad- 
der is to cause a retention of urine in the ureters 
and kidneys, thereby producing a predisposition 
to kidney infection. And if not infection, at 
least an impairment of kidney function; for, as 
Hinman and others have shown, there is an in- 
terference with the arterial circulation in the 
kidney, when the kidney pelvis and calyces re- 
main more or less continuously distended with 
urine, which results in a gradual functional im- 
pairment and an ultimate atrophy of the kid- 
ney. If these bladders, then, which are so easily 
distended, because of the paralyzed condition of 
the muscle walls and the spastic condition of the 
internal sphincters, are allowed to remain in va- 
rying degrees of distention it seems evident that 
the kidneys must, in many cases, undergo a 
progressive injury which would only be stopped 
or relieved by the establishment of satisfactory 
intermittent or continuous urinary drainage. 

From these facts we may, I believe, draw the 
following conclusions: 

(1) That in these cases the bladder first, and 
later the kidneys, may be infected by bacteria 
which reach the urinary tract through a descend- 
ing or hematogenous route. Urinary tract infec- 
tions are apt to occur, even though a catheter 
is never employed. (2) Even though a urinary 
tract infection does not occur, there exists a 
danger of progressive and serious kidney dam- 
age developing in many cases where the bladder 
is inadequately drained by assisted automatic 
micturition (Curtis''). (3) Once the urinary 
tract has become infected, the resulting damage 
which occurs is greater in cases treated by as- 
sisted automatic micturition than in cases treated 
by catheterization or better still by suprapubic 
cystotomy. 

In addition to the foregoing accepted facts, 
which relate, as I have said, to the period pre- 
ceding the appearance of automatic micturition, 
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we must consider whether or >“. assisted auto- 
matic micturition, even thougi infection be ab- 
sent, offers adequate emptying of the bladder to 
prevent the kidney injury which we very well 
know does not occur in urinary disturbances 
where varying quantities of residual urine are 
found. Here, again, while there is not enough 
evidence available to prove that the bladders 
do empty sufficiently, there is some little evi- 
dence to show that they do not empty (Head and 
Riddoch, Head, J. W. Thompson Walker, 
Plaggemeyer,* Cumming®). In this connection 
the following passage from Head’s “Studies in 
Neurology,’’'? 1920, is worth reading: 

“If a catheter has been passed within about twenty- 
four hours of the injury and the urine has not been 
allowed subsequently to accumulate in excessive quan- 
tities, retention usually passes off, giving place first of 
all to occasional and fitful evacuation. The larger 
quantity of urine voided in twenty-four hours has to 
be withdrawn by catheter, but a small amount is passed 
unconsciously at irregular intervals into the bottle. 
After a few days in a favorable case this gives place 
to true automatic micturition. Some urine remains be- 
hind after each act of involuntary evacuation and this 
has to be removed by catheter once or twice daily. 
Moreover, it is necessary in most cases that some form 
of wash should be used, if the mucous membrane is to 
regain its normal condition and complete automatic ac- 
tivity is to be established. Finally, catheterization can 
be discontinued; urine accumulates in the bladder up 
to a volume different in each case, and of this a cer- 
tain proportion is voided unconsciously at each act of 
micturition. In many cases some fluid remains behind, 
but occasionally the bladder appears to be emptied en- 
tirely.” (The ita'ics are mine.) 

It must be remembered, however, that this 
information was obtained from observation made 
upon infected bladders where the penetrating in- 
fection may have caused an impairment in the 
bladder muscle activity by direct toxic injury of 
the muscle fibers, as well as by limiting their 
activity by producing fibrotic changes in the 
bladder walls. 


It seems to me that there can be no doubt as 
to what treatment to employ in these cases when 
a urinary infection has already occurred. The 
report of J. W. Thompson Walker,® my own 
cases'* and those reported by Dr. Bailey!’ and 
me illustrate the great berefit which is to be 
derived from suprapubic cystotomy. 

Certainly catheterization, when infection has 
occurred, does not afford a satisfactory method 
of treating these cases, and in spite of Kidd’s* 
conclusions retention catheters are, in my opin- 
ion, definitely contraindicated, because they pro- 
duce long-continued pressure upon tissues having 
a susceptibility to damage by pressure, as illus- 
trated by the ease with which bed sores occur 
in these cases. And there is an added reason 
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why retention and even intermittent catheteriza- 
tion is injurious in the early stages. There ex- 
ists a spastic contraction of the internal sphinc- 
ter which closes the products of infection and in- 
flammation in the prostatic urethra, causing an 
extension of the infection to the prostate, seminal 
vesicles and vasa, and to the epididymis. Epi- 
didymitis is a frequent complication. And, fur- 
thermore, it may be that at times the trauma 
produced by catheters results in lesions of the 
urethra which are the portal of entry to the 
blood stream for bacteria which are carried to 
the kidneys, and so produce kidney infection 
even in the earliest stages of the paralysis. 

In spite of the fact that urinary tract infec- 
tions, once they have appeared, are much less 
serious when suprapubic cystotomy has been per- 
formed upon these patients, it is evident that the 
advance of the infection in the bladder is by 
no means stopped even then. For in spite of 
adequately maintained, continuous drainage, uri- 
nary antiseptics, and bladder irrigations, the 
urine in nearly all cases is full of pus and bac- 
teria and sometimes quite alkaline, showing the 
susceptibility of the paralyzed bladder to injury 
by infection. That the infection, however, with 
suprapubic cystotomy is limited and superficial, 
is shown by the absence of fever, which is not 
usually the case when treatment is attempted by 
intermittent, or even continuous, catheterization. 

The severity of the bladder infections which 
result from inadequate drainage, tends cer- 
tainly to an extension of the infection to the 
kidneys by regurgitation or through the lym- 
phatics, a very serious matter in these cases. 
However, I would like to call your attention to 
the fact that bladder infections alone can produce 
such an elevation of temperature that one can 
readily be misled into thinking that infection of 
the kidneys has occurred; for example, in one 
patient with bladder paralysis and a urinary re- 
tention treated by catheterization, in whom I 
was confident that infection of the kidneys ex- 
isted because he had a high temperature daily 
for a week or more, I found by ureteral cathe- 
terization that there were neither bacteria nor 
pus in the kidney urine. 

Kidney infections develop in some cases in 
spite of suprapubic cystotomy. We know this 
because in some of the cases stones have devel- 
oped in the kidneys months or years later (Cum- 
ming,!* my cases!®). It may be that such infec- 
tions occur in the cystotomy cases (1) when 
the paralysis is more extensive and permanent 
(for it has not occurred in my cases where recov- 
ery of bladder function has eventually been suf- 
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ficient to permit the removal of the suprapubic 
tube); (2) when adequate drainage is not con- 
tinuously maintained by keeping the suprapubic 
tube clean and open; (3) when incrustations are 
allowed to form thickly enough upon and in the 
suprapubic tube so that particles are broken off 
and left in the bladder when the tube is removed 
to be cleaned; (4) when the bladder is not kept 
free of sediment by frequent irrigations; (5) 
when the patient does not drink enough water 
and has too concentrated a urine; (6) when the 
patient is permitted to lie on his back nearly all 
of the time. In addition to these things there is, 
I believe, an additional reason in some cases for 
stone formation which some of us have over- 
looked. Monobasic acid sodium phosphate to 
acidify the urine may cause stones. I have had 
several cases in which there has been rapid and 
extensive stone formation while patients were 
taking sodium phosphate, and I am_ convinced 
that it plays a very important role in the forma- 
tion of urinary calculi in certain cases. I have not 
seen the same rapid and extensive stone forma- 
tion when sodium phosphate was not used. 

With these things in mind it is readily un- 
derstood that there are certain self-evident rules 
which must be observed in treating these cases. 
(1) Maintain adequate urinary drainage by 
keeping the suprapubic tube clean and unob- 
structed. (2) Clean the tube often enough to 
prevent the breaking off into the bladder of 
stone deposit when the tube is changed or 
cleaned. (3) Wash out the bladder once or 
twice a day with boric acid solution and with 
the patient lying on his side and the head some- 
what elevated. (4) Give urinary antiseptics and 
plenty of water, distilled, or at least boiled, when 
the local water supply favors stone formation. 
(5) Avoid the use of monobasic acid sodium 
phosphate for acidifying the urine and also in 
these cases avoid the use of sodium bicarbonate 
and such other drugs as sodium phosphate (sal 
hepatica, sedlitz powders) which may assist in 
causing a phosphaturia. 

To enable us to arrive at some conclusive de- 
cision as to what is the best treatment for these 
cases we must have a careful study of the final 
results of treating uninfected cases without cath- 
eterization or suprapubic cystotomy, and this 
study must be made on a large number of cases, 
for many years, and with a detailed report in 
each case. To that end it will be necessary that 
the urologist obtain the assistance of the other 
branches of the medical profession by informing 
them of what we have in mind, so that these 
cases may come under our observation before 


SOUTHERN MEDICAL JOURNAL 543 


relief of the retention by catheterization has be- 
come necessary. As suggested by Cumming,!* 
intravenous urography will play no little part in 
deciding what changes occur in the kidneys, ure- 
ters and bladder as the result of inadequate 
drainage, and there should often exist ample rea- 
son to justify making such a test as soon as 
automatic micturition appears, if not before. 
Cumming (and others also) have pointed out 
that, in studying and reporting these cases, it is 
necessary to distinguish between males and fe- 
males. I add this point for completeness, but 
have no time left now to discuss it. 


Finally, in selecting the type of treatment for 
these cases, whether infected or not, we must 
keep in mind the ability of the patient to obtain 
the attention necessary to carry out any selected 
plan. There is much to be done for these cases 
besides the care of the urinary tract. The bed 
and the patient must be kept clean and bed 
sores prevented by turning the patient fre- 
quently and rubbing the hips and back with 
alcohol; and he must be given enemas, medi- 
cines and water. These things alone are often 
more than the patient can manage to obtain, 
and as a result a tube is often the only possible 
method or channel by which efficient drainage 
of the urine can be obtained and continued, and 
through which the bladder can be kept clean with 
frequent irrigations. 


Case 1—Pied. Hosp. No. 9980. C. A., a man, aged 
21, single, logger in a saw mill, was admitted January 
29, 1926. 

He had a traumatic injury of the spinal cord and 
fracture of the first lumbar vertebra 18 days before 
admission. There was complete retention of urine and 
feces. Laminectomy was done on January 30, 1926, 
by Dr. Charles E. Dowman. He was catheterized twice 
a day before admission and catheterization was con- 
tinued after laminectomy, but when epididymitis oc- 
curred a urological consultation was requested and su- 
prapubic cystotomy performed. 

He was discharged from the hospital on April 20, 
1926, having been out of bed and on crutches for sev- 
eral weeks. The suprapubic incision healed per primam 
and drainage was satisfactory. The urinary infection 
was greatly improved, but the patient was not able to 
void when the tube was shut off. 

July 17, 1926.—A letter from the patient’s physician 
at his home said that he was voiding at times and 
seemed to be gradually regaining control of his bladder 
and bowels; that he could walk with a cane. 

November 6, 1932.—A letter from the local physician 
said that the patient is in remarkably good physical 
condition, but gave no other information. The patient 
did not reply to letters of inquiry. 

Case 2—Pied. Hosp. No. 25671. H. C. B., a man, 
aged 18, married, a farmer, was admitted August 12, 
1930. 

He had a traumatic injury of the spinal cord from 
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fracture of one of the lower cervical vertebrae. He 
was injured by diving into shallow water six weeks 
before admission. The urine was infected on admis- 
sion with a bacillus and there was an acute epididy- 
mitis on the right and left of two weeks’ duration. He 
had been catheterized every eight hours since the ac- 
cident. Spinal puncture showed no complete block of 
the spinal canal. Suprapubic cystotomy August 13, 
1930, was followed by slight infection of skin sutures. 

The patient greatly improved as far as the genito- 
urinary infection was concerned. He was discharged 
from the hospital on August 23, 1930, wearing a supra- 
pubic tube. 

September 15, 1930—A letter from the patient’s 
home physician said that he was improving and there 
was some return of muscular control. 


August 24, 1931.—A letter from the patient said that 
he was much better and gradually regaining control 
over the bladder, rectum and other muscles. His gen- 
eral health was good. He is still wearing the supra- 
pubic catheter. 


Case 3—Pied. Hosp. No. 12992. A boy of 7 was 
admitted November 9, 1926. 

There was a metastatic infection (staphylococcus) of 
the epidural space in the region of the first thoracic 
vertebra, with motor and sensory paralysis, and reten- 
tion of urine and feces. There was a history of fu- 
runculosis three or four weeks before the onset of the 
present illness. The present illness began four weeks 
before admission to the hospital. Laminectomy was 
done by Dr. Charles E. Dowman on November 11, 
1926. 

The patient had been catheterized at irregular inter- 
vals from the beginning of the illness, and on admis- 
sion the urine was infected with a gram-negative staph- 
ylococcus. A suprapubic cystotomy was done No- 
vember 19, 1926. No anesthesia was necessary. A 
pezzar catheter was left in the bladder wound. Fol- 
lowing the operation the patient had fever of 100 to 
101°, but his condition remained fairly good, and the 
suprapubic wound healed satisfactorily. He was dis- 
charged from the hospital on December 8, 1926, with 
no improvement in the paralysis. 

January 19, 1927——He was readmitted to the hospi- 
tal for observation after four weeks at home. ° A spinal 
puncture showed a normal rise of spinal fluid on jugu- 
lar compression. The suprapubic wound was all right 
and the tube worked very satisfactorily. It was drained 
continuously. He was dismissed from the hospital Jan- 
uary 29, 1927. 


March 27, 1927.—He was seen at home by Dr. Dow- 
man. He had not been doing well. He had _ been 
having a septic type of temperature and no improve- 
ment in paralysis; was anemic, and had lost a good 
deal of weight. 

November 3, 1932.—A letter from the patient’s father 
said that he died May 5, 1927. He seemed to improve 
for a short time after leaving the hospital, but rather 
suddenly became worse and died. The suprapubic tube 
was left in the wound until the time of his death and 
worked satisfactorily. 


Case 4.—Pied. Hosp. No. 16789. G. D. C., a man, 
aged 21, single, a miner, was admitted April 24, 1928. 

He had a fracture of the lumbar vertebra with com- 
pression of the cord, no increase in the spinal fluid 
pressure on jugular compression, and paralysis of the 


June 1933 


rectum and bladder. The accident happened seven days 
before admission to the hospital. A retention catheter 
was employed from shortly after the beginning of the 
paralysis. 

Laminectomy April 26, 1928, was done by Dr. C. E. 
Dowman. The appearance of the cord was so healthy 
that Dr. Dowman was optimistic about recovery. 


On admission the urine was infected with a bacillus 
like Colon and a suprapubic cystotomy was _per- 
formed May 8, 1928. A pezzar catheter was left in 
the bladder wound. The wound healed well, but the 
patient had a swelling of the left leg. He was dis- 
charged from the hospital on August 27, 1928, with no 
improvement in paralysis; temperature normal. 

November 4, 1932.—Four years seven months after 
cystotomy, a letter from the patient said that he had 
the tube changed every two or three weeks; drained it 
continuously. He has not voided. In the spring of 
1930 two stones formed in each kidney, were passed 
into the bladder and out through the suprapubic tube. 
There have been no other stones. Paralysis is just as 
it was, but the patient is fat and in good health. 


Case 5.—Pied. Hosp. No. 19040. J. D., a school boy, 
aged 19, single, was admitted September 6, 1928. 

He had transverse myelitis at the level of the sixth 
dorsal segment, due either to infection or perhaps to 
hematomyelia. His present illness began twenty-one 
days before admission with complete paralysis of the 
bladder and rectum. He was catheterized for a week 
after his present illness began and had incontinence 
of urine (overflow) without catheterization from then 
until admission. Sensation to touch was lost for two 
or three days after the onset of paralysis, but then re- 
turned. 

The urine was infected with a coliform bacillus on 
admission and a suprapubic cystotomy was done on Sep- 
tember 6, 1928, without anesthesia. A pezzar catheter 
was left in the bladder wound. Laminectomy was not 
performed. Supporting casts for the feet and legs were 
applied on October 7, 1928. He was discharged from 
the hospital about December 1, 1928. The suprapubic 
wound had healed nicely and the bladder infection had 
improved a good deal. 

February 14, 1928—A letter from the patient’s phy- 
sician advised that the patient is just about the same; 
not able to control his urine at all, and when the tube 
is closed he dribbles constantly. 

November 3, 1932.—A letter from the local physician 
says that the patient died in July, 1931. His urinary 
incontinence continued and death was due to “ascending 
urinary infection.” No information was given as to 
whether or not the suprapubic tube was continued and 
as to how well the drainage was cared for by keeping 
the tube clean and open. 


Case 6—Pied. Hosp. No. 12956. H. W. E., a man, 
single, aged 20, a mechanic, was admitted January 1, 
1927. 


There was a traumatic injury with fracture of the 
first lumbar vertebra, with partial obstruction of the 
spinal canal. The accident occurred 24 hours before 
admission to the hospital. He had complete retention 
of urine and feces. Catheterization was begun at once. 
The urine was slightly infected and a suprapubic cys- 
totomy was performed on January 21, 1927. A pezzar 
catheter was left in the wound and the wound healed 
satisfactorily. The tube drained very well. 
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He was able to walk with the aid of crutches two 
months after the accident, but he was kept in the 
hospital until October 27, 1927, because stabilization 
operations were performed by Dr. Michael Hoke for 
flat foot, first on the left and then on the right. 


March 17, 1929.—A letter from the patient said that 
he was in about the same condition as when he left 
the hospital, but he took out his drainage tube about 
January, 1929. He could void without straining, but 
could not control the urine and bowel movements and 
could hold only a little water without leaking. He 
had to void frequently. 

April 11, 1929.—In reply to a letter suggesting that 
he put the tube back, the patient wrote that he pre- 
ferred to do without the tube. It was eight months 
after injury before he could void, and during that time 
the tube was very satisfactory; with the tube out he 
could hold very little urine, voided frequently, and 
seemed to have no control of urine or bowel move- 
ments. 


Case 7—Pied. Hosp. No. 27964. J. A. H., a man, 
aged 34, in the oil business, was admitted June 11, 
1931. 

He had a traumatic injury of the spine due to frac- 
ture of the sixth cervical vertebra. There was com- 
plete block of the spinal canal and complete paralysis 
of the bladder and rectum. Laminectomy was done on 
June 11, 1931. Prognosis, due to the appearance of 
the cord at operation, was very poor. 

The patient was catheterized shortly after the acci- 
dent, and on admission the urine was found infected 
with a coliform bacillus. A suprapubic cystotomy was 
performed on June 13, 1931, without anesthesia. 

He was discharged on July 5, 1931, the wound having 
healed very satisfactorily. There was no change in his 
bladder and rectal paralysis, nor in the paralysis of the 
other muscles. 

November 5, 1932.—A letter from the patient’s wife 
said that he is wearing the tube, which has been sat- 
isfactory. It is changed once every two weeks. Occa- 
sionally (once or twice) he has had some fever, which 
is controlled by urinary antiseptics and increasing the 
amount of water he drinks. There is no dribbling of 
urine; the tube is drained continuously. The paralysis 
is about the same as before, though he has gained 
some strength in his arms, but no feeling. There are 
no symptoms of stones in the bladder or kidneys. His 
general condition seems good. 


Case 8—Pied. Hosp. No. 22117. D. G. J., a man, 
aged 39. married, a farmer. was admitted July 24, 1929. 

He had an injury to the spinal cord by a fragment 
of bone, the result of traumatic fracture of the first 
lumbar vertebra. There was acute retention of urine 
and feces. Laminectomy was done on July 25, 1929, 
by Dr. Charles E. Dowman. 

The patient was catheterized from shortly after the 
injury, which occurred the day before admission. On 
the day of admission, his urine was infected slightly 
with a coliform bacillus. Suprapubic cystotomy was 
performed on July 26, 1929, and the patient did very 
Well after operation. There was no infection of the 
wound. Bladder infection was controlled very well, 
and at no time was the urine very dirty. He was dis- 
missed from the hospital on August 4, 1929. 

October 29, 1932.—Three years and three months after 
cystotomy a letter from the patient says he still uses 
the suprapubic tube just as it was employed at the 
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hospital. The paralysis is just the same as it was. 
He sits up every day, but has no use of his legs. The 
urinary salts deposit quite rapidly on the tube. He 
is not able to void, and has no incontinence of urine 
as long as the tube remains open. He has no symptoms 
of a stone in the bladder or kidneys. His general health 
is fairly good. 


Case 9.—Pied. Hosp. No. 14298. G. L., aged 17, sin- 
gle, school girl, was admitted June 27, 1927. 


She had a traumatic injury of the spinal cord as the 
result of a fracture of the twelfth thoracic vertebra 
and complete retention of urine and feces. The acci- 
dent occurred three days before admission to the hos- 
pital, and she was catheterized from shortly after the 
accident until her admission. The urine was infected 
with a coliform bacillus. 


Jugular compression showed complete obstruction of 
the spinal canal and a laminectomy was performed by 
Dr. Charles E. Dowman on June 27, 1927. The spinal 
cord was found to be crushed. 

A suprapubic cystotomy was done on July 1, 1927. 
The wound healed satisfactorily and the tube worked 
well up to the time of discharge, July 25, 1927. Her 
temperature before and after operation was 100 to 101°, 
but gradually it came down until it was only 99.5° 
when she was discharged. 


May 30, 1932.—About five years after cystotomy, 
the patient is still wearing the suprapubic tube. She 
has had no stones in the kidneys or bladder. She has 
some incontinence of urine if the suprapubic tube be- 
comes at all stopped up, but has been able to go 
around in an automobile, in a chair and on crutches 
with assistance since a few months after she left the 
hospital. Her urine remains infected, but she has no 
trouble with the urinary drainage, nor has she any 
evidence of acute attacks of cystitis or pyelitis. Her 
general health is fairly good and she has not had to 
remain in bed for a year or two on account of sick- 
ness. 


Case 10—Pied. Hosp. No. 21473. F. McC., a man 
of 26, married, was admitted May 3, 1929. 

He had a traumatic injury of the spinal cord at the 
eleventh dorsal segment as a result of fracture of the 
spine. There was retention of urine and feces. He 
was catheterized before admission and the urine was 
infected with a coliform bacillus. Suprapubic cystot- 
omy was performed on the day of admission and a 
24 F. pezzar catheter was left in the wound. 

Spinal puncture showed complete block, without any 
rise in pressure with compression of the jugular veins. 
Laminectomy was done on June 12, 1929, by Dr. 
Charles E. Dowman and a pressure myelitis discovered. 
He was discharged from the hospital on June 26, 1929, 
having done very well as far as suprapubic operation 
was concerned. The wound healed without infection 
and the tube worked well. He had some pressure sores 
over the sacrum, which had improved when he was 
discharged. 

October 27, 1932.—A letter from the patient’s father 
said the patient’s condition was good, but the paralysis 
is about the same as when he left the hospital. He was 
operated upon in Asheville, North Carolina, for stone in 
his bladder. 

He is still wearing the suprapubic tube and draining 
it continuously. No further information about his pres- 
ent condition is obtainable so far. 
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Case 11—Pied. Hosp. No. 19138. K. N., a man, 
aged 25, a widower, an auto salesman, was admitted 
July 19, 1928. 

He had had a traumatic injury to the spinal cord 
from fracture of the seventh dorsal vertebra, with re- 
tention of urine and feces. He was catheterized from 
shortly after the injury, which was nine days before 
admission. Suprapubic cystotomy was done on July 
21, 1928, with the pezzar catheter left in the wound. 
The wound healed nicely and there was comparatively 
little cloudiness of the urine after insertion of the 
tube. 

His general condition was good and the patient was 
dismissed from the hospital on August 16, 1928. 

September 4, 1928, he was readmitted with bed 
sores and the paralysis just as it was on discharge, Au- 
gust 16. Otherwise he was in pretty good condition. 
He was in the hospital for only a few weeks. 

October 27, 1932—A letter was received from the 
patient four years and four months after cystotomy. 
He has been changing his own tube most of the time, 
though he has been under the care of Dr. R. E. Cum- 
ming, of Detroit. In January, 1932, Dr. Cumming re- 
moved a kidney stone about 3 or 4 cm. in diameter 
from the kidney. The patient writes that he has been 
doing well since then, has gained weight, and has not 
seen a doctor since. He has been operating a riding 
stable. 


Case 12.—Pied. Hosp. No. 13854. T. D. O., a man, 
aged 29, single, was admitted May 5, 1927. 

Traumatic injury of the spinal cord followed fracture 
of the eleventh thoracic vertebra. There was no eleva- 
tion in pressure of the spinal fluid on pressure over the 
jugular veins. Laminectomy was done by Dr. Charles 
E. Dowman immediately after admission to the hospital 
on May 5, 1927. 

Complete retention of urine and feces existed from 
the time of the accident, which was three days before 
admission to Piedmont Hospital. He had been cathe- 
terized about every five or six hours since injury, and 
on admission the urine was infected with a coliform 
bacillus. 

Suprapubic cystotomy was performed on May 11, 
1927, and a pezzar catheter left in the wound. The 
suprapubic wound healed without complications and 
the patient got along very well. He was discharged 
from the hospital on September 29, 1928, wearing the 
suprapubic tube, and without any recovery of move- 
ment or sensation, bladder or rectal control. 

November 4, 1932.—A letter from the patient, five 
years and six months after cystotomy, said that he 
had been in one of the Government hospitals since 
leaving the Piedmont Hospital, and he had done very 
well. About a year after leaving, his tube was not 
kept open well and he passed a number of small stones 
through the tube. He had been having some attacks of 
“pyelitis” which were very severe, but none for two or 
three years. Since that time he has been doing very 
well. The tube has been kept open and clean and the 
patient’s general condition is quite good. He is up in 
a chair most of the day and though he has no control 
of his bladder or urine, he has no incontinence of urine 
as long as the suprapubic tube is draining satisfactorily. 
I saw the patient November 15, and he looked well 
and the wound about the tube was very healthy. 


Case 13—Pied. Hosp. No. 12755. J. D. R., a man, 
aged 37, married, was admitted December 19, 1926. 


Injury of the spinal cord followed fracture of the 
twelfth thoracic vertebra, which occurred eighty days 
before admission to the hospital. He was catheterized 
intermittently following the accident, having had com- 
plete retention of urine and feces. Two weeks before 
admission automatic micturition began and catheteriza- 
tion was discontinued. 


Laminectomy was done by Dr. Charles E. Dowman 
on December 21, 1926, and the spinal cord was found 
to be crushed. 


The urine was infected with a coliform bacillus, but 
it was almost clear. A suprapubic cystotomy was done 
on December 27, 1926, and a pezzar catheter left in 
the wound. The wound healed without infection and 
the patient left the hospital on January 9, 1927. 


June 4, 1927.—A letter from the patient’s local physi- 
cian said that the patient died in May, 1927, but no 
other information could be obtained. There were no 
answers to letters of inquiry. 


SUMMARY 


(1) There is today only sufficient time for 
discussing the first of three groups of cases in 
which I believe that suprapubic cystotomy is 
indicated. These groups include: (1) Those 
cases with sudden paralysis resulting from acute 
infections in and about the spinal cord and from 
traumatic injuries of the spine, producing more 
or less extensive injuries of the spinal cord or 
spinal nerves. (2) Certain cases of paralysis of 
the bladder with spinal cord and spinal nerve 
injuries caused by spinal cord tumors, tabes 
dorsalis, spina bifida occulta, etc. (3) Those 
cases with injuries of the bladder sphincters 
caused by operation which are sufficient to cause 
a more or less permanent and complete inconti- 
nence of urine. 


(2) Nearly all cases with acute retention of 
urine from sudden paralysis of the bladder com- 
ing from spinal cord and spinal nerve injuries 
are catheterized before the urologist sees them 
and as a result all, or nearly all, have bladder 
infections. 


(3) We have not yet reported in the literature 
a sufficient number of cases without urinary in- 
fection and treated without catheterization to 
enable us to draw worthwhile conclusions about 
the results of that plan of treatment. 

(4) But we have knowledge of certain facts 
which lead us to suspect that many of these cases 
would acquire a urinary tract infection even if 
they are never catheterized. 

(5) We also have knowledge of the injurious 
effect of urinary retention upon the kidneys, and 
from certain published facts we are led to sus- 
pect that these cases, treated without catheteri- 
zation or cystotomy, have varying quantities of 
residual urine, and eventually seriovs impair- 
ments in kidney function. 
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(6) From the information in medical litera- 
ture about bladder infections in these cases, it 
would seem that the best method of treatment 
is to obtain the most efficient type of bladder 
drainage and that I believe is by suprapubic 
cystotomy. 

(7) It is very desirable for all urologists, and 
the medical profession as a whole, to cooperate 
in observing cases of bladder paralysis which 
have been treated without catheterization and in 
reporting the results of that plan of treatment. 
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DISCUSSION (Abstract) 


Dr. Jefferson C. Pennington, Nashville, Tenn—In 
my own practice I recall seven cases of paralysis of 
the bladder due to injury to the cord. All of these had 
fractures of the cervical vertebra caused by diving into 
shallow water which was thought to have been deep. 
Five of these did not survive the injury to the 
central nervous system. They lived from one to three 
weeks. 

One patient lived for eight months and died of pneu- 
monia. He never recovered any of his nerve function. 
One patient recovered completely within six months 
and had no evidence of injury except a slightly crooked 
neck. I have observed a clinic patient who broke his 
neck nearly two years ago. There are no evidences 
of nerve function restoration in this patient. All of 
these patients had suprapubic cystotomies immediately 
after the bladder had become distended with urine. I 
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firmly agree with Dr. Boyd’s idea that these patients 
should not be catheterized frequently, and that they 
should not wear an indwelling urethral catheter. As 
Dr. Boyd has pointed out, they invariably develop 
other complications such as prostatitis and epididymitis. 
It seems to me that our main purpose in these cases 
is to preserve the musculature, so that the bladder will 
be able to function in case sensations return. 


The high temperature sometimes seen in these casses 
is attributable to some cause outside the bladder. A 
bladder lying quiet and undisturbed in the presence of 
overdistension would not be very apt to cause an ele- 
vation of temperature. It is the hyperactive bladder 
with its congested muscles and cracked mucosa which 
seems most likely to cause fever. 


It has been my routine practice to have these blad- 
ders irrigated through the suprapubic tube twice daily 
with sterile distilled water, and I use this in all bladders 
where for any reason a suprapubic cystotomy has been 
done. I have tried various antiseptics such as boric 
acid, potassium permanganate, and acriflavine, but none 
of them seems to give as good results as sterile distilled 
water. 


Dr. Chas. F. Lewis, Birmingham, Ala—There can be 
no question that the end to be sought in these cases is 
efficient drainage with the minimum ill effects by 
trauma, infection and otherwise. How this will best 
be accomplished will vary to some extent with the cir- 
cumstances attending the case. I know very little of 
the end-results in cases left to establish automatic 
micturition without some artificial means of draining 
the bladder. 

When we take into account the fact that only a few 
minutes of very forceful distention of the bladder re- 
sult in numerous rents in the bladder mucosa, which 
may be observed as bleeding streaks on cystoscopic 
examination, it would seem very injurious to allow 
continued distention of the bladder. 

I, too, feel that the retention catheter should be 
condemned. This leaves, then, the two methods: (a) 
intermittent catheterization; and (b) cystotomy, as the 
seemingly most satisfactory ones to adopt. 

Only those who can have the services of some one 
skilled in instrumentation should be put on intermittent 
catheterization. Cystotomy reduces the systemic effects 
of infection to a minimum. 


Dr. Boyd (closing).—In my experience much depends 
in these cases upon good nursing attention, especially 
when the paralysis, of which the bladder paralysis is a 
part, is extensive. Death, which results in the first 
few months from the condition causing the paralysis 
and from complications, is rare in the private cases 
where nursing and medical attention are usually ade- 
quate. But among the charity hospital cases, I am 
sorry to say, death is not infrequent in the first few 
months, and is to a large extent the result of insuffi- 
cient nursing care. I call this to your attention to em- 
phasize the importance of performing suprapubic cys- 
totomy in many instances to cut down as far as possi- 
ble the amount of nursing which these patients must 
receive at home so that it will be possible for them to 
be turned frequently, receive alcohol rubs and be kept 
dry and clean. Many of my patients come from out- 
side of Atlanta and are returned to their homes in rural 
communities, where they are either unable to procure 
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adequate attention from physicians and nurses or are 
poor and unable to pay for such attention. 


Furthermore, let me emphasize the need for urolo- 
gists to take an active rather than a passive interest in 
these cases and urge you again to begin at once to 
obtain the information which is needed to enable us to 
decide definitely what method of procedure is best 
suited to the different type of bladder paralysis case. 


FRACTURES ABOUT THE ORBIT* 


By S. S. Evans, M.D., 
Memphis, Tenn. 


Modern transportation has brought a marked 
increase in fractures of the facial bones. Along 
with the usual percentage from athletics and 
other sources these cases have indeed ceased to 
be infrequent. The resulting deformities and 
other complications make the subject one of in- 
creasing importance. Since the nasal accessory 
sinuses are usually involved, these cases are 
justly in the hands of the rhinologist, who 
should be prepared to restore the function of 
these parts. 


A review of the literature will show only a 
few articles mostly within the last four or five 
years, and with as many different opinions in 
regard to handling the case. Morton,! of Min- 
neapolis, contributed a paper in 1894 on “Frac- 
tures of the Orbital Wall and Margin.” Until 
recently the dental and oral surgeons have been 
the chief contributors. 


Fracture of the nasal bones is naturally the 
most frequent of this group. These fractures 
are usually comminuted and often compound. 
We are all familiar with these cases and with 
the methods of reducing them. They can be 
reduced by a blunt elevator intranasally with 
the fingers of the other hand externally as a 
guide. Intranasal packing will hold the simpler 
ones in place along with a dental compound 
splint molded to fit the nose and strapped with 
adhesive. Due to the abund: nt blood supply 
here as in other parts of the face, these frac- 
tures unite quickly and early reduction is, there- 
fore, to be urged. 

Penetrating wounds should be cleansed as 
thoroughly as possible and handled surgically. 
On account of the legal aspect of these cases, 
roentgenograms should be made when possible. 


*Read in Section on Ophthalmology and Otolaryngology, South- 
ern Medical Association, Twenty-Sixth Annual Meeting. Birming- 
ham, Alabama, November 15-18, 1932. 


The next in order of frequency is the fracture 
of the malar at about its articulation with the 
frontal, temporal and superior maxilla. The 
malar is driven in the direction of the force of 
the blow. Here a roentgenogram is almost in- 
dispensable. The plate will show a cloudy an- 
trum on the affected side and a change in the 
transverse diameter of the orbit. Palpation will 
elicit a break in the continuity of the lower rim 
of the orbit. 


According to Shea, a study of the normal orbit 
in the antero-posterior position will show a line 
in the outer third made by the junction of the 
outer orbital wall and the skull. This line bears 
a constant relationship to the outer rim of the 
orbit and may be used to tell whether the malar 
has been displaced. The transverse diameter is 
increased in the outward displacement and de- 
creased when the malar is rotated inwardly. 


Goldthwaite? reported two cases in 1924 of 
fracture of the orbital rim by a blow on the 
cheek. The bone gave way at the suture of 
the malar with the superior maxilla and the 
whole inner half of the malar was driven into 
the superior maxilla, telescoping the antrum. 
The cases were repaired by making an incision 
above the last molar tooth and inserting a flat 
periosteal elevator under the zygomatic arch and 
rotating outward. 


Naftzger? gave an excellent description of 
these cases in 1928 with a clear outline of treat- 
ment and complications. He advocated the open 
operation through the canine fossa as in a rad- 
ical cperation. This gives a direct view of the 
displaced bone and it is, therefore, more easily 
reduced. The operator is enabled to remove 
all separated fragments and by taking down the 
nasoantral wall to establish free drainage, which 
he believes essential to guard against infection. 

Roberts,* in a paper published a little later 
the same year, gave a review of the literature 
and reported a case of “Fracture of the Zygo- 
matic Arch” offering a method of reducing these 
fractures by making a stab incision about three- 
fourths of an inch below the outer canthus and 
inserting a screw into the bone through this 
stab incision to lift the bone into place. His 
arguments in favor of the method were its sim- 
plicity and its little or no scarring. 

Gill’ suggested the use of special forceps, simi- 
lar to large towel forceps. The bone is grasped 
through the skin and traction is applied with 
palpation as a guide. Like the procedure out- 
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lined by Roberts, the advantage lies in the sim- 
plicity of the procedure and lack of scarring. 


Shea® advocates window resection as in the 
ordinary intranasal antrum operation below the 
inferior turbinate. This is a very simple method 
with, of course, no visible scarring. A number 
seven Ritter sound is introduced through the 
antral window and with the other hand over 
the fractured bone it is pushed into place. Gen- 
tle tapping with a mallet often aids in dislodging 
a securely fixed fragment. A rubber tube is 
inserted through the window to afford better 
drainage. 


If the wall is badly comminuted, the open op- 
eration is to be desired as in radical surgery. 

It is the opinion of the writer that this. is 
the safest procedure and a very simple one as 
well. It is also similar to our usual surgical pro- 
cedure in sinus cases. It has the advantage of 
free drainage which has long been the first prin- 
ciple of surgery. This is important in these 
cases because tearing of the mucosa will fill the 
antrum with a clot. This as a rule becomes 
infected and adds to the danger of further com- 
plications. Packing is as a rule unnecessary. 

Naftzger describes another as a transverse 
fracture through the malar bones, orbit and nasal 
bones in which the entire upper jaw and face is 
movable. The teeth may follow the excursion 
of the lower jaw, dropping down from 1 to 2 
cm. when the mouth is opened and giving the 
features an elongated appearance. This can be 
held in place by a plate or tray of dental com- 
pound fastened to suitable headgear. As in 
fractures of the alveolus, the dental surgeon is 
almost indispensable. The making of supports 
and wiring of teeth, restoring normal occlusion, 
are entirely in his field. 

Fracture of the superior wall of the orbit usu- 
ally involves the frontal sinus. If there is no 
depression, the naso-frontal duct will usually 
take care of the drainage. Depressed fragments 
should be lifted into place and the posterior 
wall or inner plate examined for injury there. 
Fragments here should be removed and the 
wound cleansed and drained externally. 

Morton quotes von Holder as stating that out 
of a series of 86 fractures of the base, 79 ex- 
tended into the roof of the orbit. 

There is also a fracture of the outer rim by 
a blow across the temple. This frequently in- 
volves the lacrimal gland, resulting in abscess 
or fistula, and is of interest to the ophthalmolo- 
gist. 
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Fractures of the ethmoid are usually from 
penetrating wounds. These should be cleansed 
thoroughly and adhesions should be kept down. 
Fractures of the sphenoid are not so common 
and should receive the same care as ethmoidal 
fractures. 

BIBLIOGRAPHY 


1. Morton, H. MclI.: Fractures of the Orbital Wall and Mar- 
gin. New York Med. Jour., pp. 329-332, March 16, 1895. 
2. Goldthwaite, R. H.: Plastic Repair of Depressed Fracture 
of Lower Orbital Rim. J.A.M.A., 82:628-629, Feb. 23, 1924. 
. Naftzger, J. B.: Fractures of the Facial Bones Involving 
the Nasal Accessory Sinuses. Tr. 34th Annual Meeting 
Amer. Laryngo., Rhin. & Otol. Soc., pp. 383-394, 1928. 
4. Roberts, Sam E.: Fracture of the Malar Zygomatic Arch: 
Review of Literature; Simplified Operative Technic; Case 
Reports. Ann. Otol., Rhin. & Laryngol., pp. 826-834, 


21:527, July, 1928. 
6. Shea, J. J.: Management of Fractures Involving the Para- 
nasal Sinuses. J.A.M.A., 96:418-420, Feb. 7, 1931. 


DISCUSSION (Abstract) 


Dr. John J. Shea, Memphis, Tenn.—The rhinologist 
is best prepared to handle these fractures and by ob- 
taining good results he can convince the general sur- 
geon that these cases belong to his specialty. 

The majority of the fractures of the facial bones, ex- 
clusive of the simple nasal bone fractures, extend into 
the maxillary, frontal or ethmoid sinus. The fractures 
about the orbit differ in their severity according to 
whether or not they involve the sinuses. The deformity 
most commonly found is in internal displacement of 
the outer wall of the orbit. This wall is formed by 
the malar bone. If the anterior wall of the antrum 
is depressed by the fracture, this wall must be elevated 
before the malar bone can be reduced to its normal 
position. Therefore in multiple fractures of the face 
an open reduction is all that is necessary for antral 
cases, but a simple external reduction is all that is nec- 
essary in uncomplicated malar fractures. This latter 
procedure can be accomplished by using a large towel 
forcep. The bone is grasped through the skin and trac- 
tion is applied with palpation as a guide. When the 
frontal sinus is involved the procedure of choice de- 
pends upon whether or not there is a compound frac- 
ture into the frontal sinus. If there is an opening into 
the frontal sinus, drainage should be established. 

An important factor in the handling of sinus fractures 
is the question of blood clots within the sinuses. Should 
the clots remain unabsorbed, then the sinus should be 
cleansed by irrigation or the clots may become puru- 
lent. 

Protection of the parts after they have been reset is 
a question of choice. It is our custom to protect them 
by molding a light splint of dental wax over the 
area. 

Dr. Evans (closing).—There are two points which I 
wish to emphasize in concluding the discussion: first, 
early reduction of the fractures; and second, drainage. 
Because of their rich blood supply these fractures unite 
early and a blood clot filling the sinus is a potential 
source of infection. 
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THROAT MANIFESTATIONS OF THE 
BLOOD DYSCRASIAS* 
CASE REPORTS 


By Eprey H. Jones, M.D., F.A.CS., 
Vicksburg, Miss. 


There is a natural tendency on the part of 
those whose practice is confined to one of the 
special fields of medicine to magnify those symp- 
toms which pertain to that field, and likewise 
there is possibly an inclination to minimize 
symptoms relating to the body condition in gen- 
eral. Theoretically, a patient should first con- 
sult a general practitioner or diagnostician who 
establishes the diagnosis. In order to do so it is 
at times necessary to call in consultants, such 
as otolaryngologists and urologists. Should 
a diseased condition be found in the ear, nose 
or throat tissues, the patient is referred to an 
otolaryngologist for proper therapy. As a mat- 
ter of fact, the majority of our patients (and 
particularly is this true of those of us who prac- 
tice in small cities) are composed of an intelli- 
gent class of people who have correctly, or per- 
chance incorrectly, diagnosed their ailment as 
one pertaining to our special field and who con- 
sult us without first having had a general ex- 
amination. This reversal of procedure places 
upon us added responsibility. We must deter- 
mine if the case is one which requires the serv- 
ices only of an otolaryngologist, if consultation 
with internists, for example, is necessary or if 
the case should be referred in its entirety. 
Should one, through ignorance or carelessness, 
attack the local manifestation of a systemic dis- 
ease without consideration of the general mani- 
festations, irreparable harm might be done. 

Hematology, long considered of major impor- 
tance to the internist, has lately been attracting 
the deserved attention of otolaryngologists. 
Some of the blood dyscrasias present certain oral 
or pharyngeal lesions, and these manifestations 
may prompt patients to consult us primarily. It 
might not be amiss to consider those symptoms 
which would suggest the presence of a blood 
dyscrasia. 

On reviewing the subject we are reminded that 
oral pharyngeal lesions may be found in anemias 
due to infections, the acute leukemias (or in 
acute exacerbations of chronic leukemias), 
agranulocytic angina, aplastic anemia, and acute 
infectious mononucleosis. These diseases present 


*Read in Section on Ophthalmology and Otolaryngology, South- 
ern Medical Association, Twenty-Sixth Annual Meeting, Birming- 
ham, Alabama, November 15-18, 1932. 


such a variety of symptoms that it would prob- 
ably be better to discuss each separately. 


ANEMIAS DUE TO INFECTION 


Following Ordway and Gorham,! I have 
classed all anemias due to infection in one 
group. They are particularly important to oto- 
laryngologists in that they may develop as a 
complication of a condition already under our 
care. In the acute (febrile) anemias the onset 
is sudden, frequently accompanied by headache, 
vomiting, epistaxis and fever. The early symp- 
toms may suggest scarlet fever or pneumonia. 
In the anemias due to subacute or chronic infec- 
tions the symptoms are those of the underlying 
disease, such as pyelitis, necrotic throat lesions, 
tuberculosis, syphilis, et cetera. Headache, vom- 
iting, chills and fever may be present. Physical 
examination reveals pallor, fever and signs of lo- 
calization; the latter may include inflammatory 
or necrotic throat lesions. 


THE LEUKEMIAS 


Many cases of acute myelogenous leukemia 
have developed at the same time as, or follow- 
ing, infections such as tonsillitis or an abscessed 
tooth. Most often the patients are under 25 
years of age, though cases 60 years of age are 
recorded. The patient is taken suddenly ill with 
high fever, headache, general malaise and ex- 
treme prostration. The gums frequently are 
swollen, red and spongy, with a marked tendency 
to hemorrhage. The tonsils are enlarged. Ne- 
crotic or gangrenous ulcers may form in the 
mouth or throat, frequently involving the ton- 
sils. The regional lymph nodes of the jaw and 
neck enlarge rapidly. There are other types, 
but this is the one most interesting to us. On 
examination the patient appears toxic and there 
is a noticeable pallor. The most characteristic 
lesions are in the throat, where the leukemic 
process often leads to swelling, ulceration and 
gangrene of the pharynx and tonsils, and may 
involve the gums and cheeks. 

The history given by the patient suffering 
with acute lymphatic leukemia is practically the 
same as that given in acute myelogenous leuke- 
mia; furthermore, on physical examination, the 
findings are identical. 

The chronic leukemias have a gradual onset 
and are most frequently found in patients of 
middle age. Ear, nose and throat symptoms are 
usually noted only in the later stages or with 
an acute exacerbation. However, patients with 
chronic myelogenous leukemia have a marked 
tolerance for head colds; epistaxis is not uncom- 
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mon and may be an early symptom. In chronic 
lymphatic leukemia the tonsils are frequently 
considerably enlarged; this might lead to ton- 
sillectomy before the true nature of the condi- 
tion is suspected, and severe hemorrhage and 
death may follow. 


Chloroma, a rare type of blood dyscrasia clin- 
ically related to the leukemias, may have an 
acute onset with severe anemia, fever, stoma- 
titis and ulcerative and gangrenous lesions of the 
mouth and throat. Usually nodules form in the 
orbit and such a case presents rapidly increas- 
ing exophthalmos with loss of vision. 


AGRANULOCYTIC ANGINA 


Agranulocytic angina (also known as agranu- 
locytosis, granulocytopenia, granulopenia angina 
and malignant neutropenia) was first described 
by Schultz? in 1922; since then numerous cli- 
nicians have reported cases. It may occur at 
any age, but is more often found in young 
adults. It most often affects the female sex (75 
per cent). The onset is usually acute, though 
it may follow prodromal symptoms. It may be 
ushered in with high fever (101 to 105° F.), 
sore throat, general malaise and difficulty in 
swallowing. The usual concomitant signs of an 
acute infection are to be expected; the patient 
may be moderately toxic. Inflammatory changes 
are almost always found in the oral cavity and 
may be found in mucous membranes elsewhere; 
the most frequent are ulceration and necrosis 
with membrane formation. The membranes may 
be described as non-marginated with overhang- 
ing edge or with no surrounding inflammatory 
reaction; it may be attached to healthy tissue as 
well as to ulcerated areas; its appearance so 
strongly suggests diphtheritic membranes that 
several cases have been tentatively diagnosed as 
diphtheria. These lesions usually involve the 
tonsil or pharynx, though they may be found at 
any site. There is a characteristic lack of cellu- 
lar response. Enlargement of the cervical lymph 
nodes is usually noted. The mortality is quite 
high; 82 per cent of 150 reported cases proved 
fatal.® 

Case H2773.—(This case was previously r,. ced by 
McLester and Parsons.4) A young white scnool girl, 
age 15, was admitted to the hospital on June 15, 
1931, complaining of chills, fever, sore throat and a 
general feeling of illness. 


Her family history was negative and her past history 
was not pertinent, save that her tonsils had been re- 
moved at three years of age. She gave a history of 
nausea, vomiting, chills and fever, with intervals of 
feeling well and having normal temperature for the 
previous 15 days. During this time she had had two 
typhoid vaccine inoculations and rather large doses of 
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quinine. During the last four days she complained a 
good deal of sore throat. 


Examination revealed a moderately well developed, 
rather undernourished white girl. The anterior cervical 
lymph nodes were palpable, enlarged and tender. Gen- 
eral examination was otherwise negative. The nasal 
tissues were congested, but ventilation was fair and no 
pathological condition was noted. There was a mod- 
erate degree of gingivitis. The tonsils had been re- 
moved, but there was a small remnant at the base of 
each fossa. There were two small superficial ulcers, 
covered with a grayish white membrane, on the phar- 
yngeal surface, just medial to the right posterior pillar. 


Laboratory examination revealed: 


Blood 
Hemoglobin (corrected Tallquist) —............... 62 
Color index 
Total lymphocytes 1,100 
Small lymphocytes 
Large lymphocytes 5 
Malaria None found 
Platelets 240,000 
Wassermann Negative 
Kahn Negative 
Blood culture Negative 

Urinalysis .. Negative 


Smear from gums revealed a few leucocytes, a few squamous epi- 
thelial cells, numerous gram-positive cocci and no Vincent’s 
spirillae or fusiform bacilli. 


Smear from throat revealed no pus cells and rare gram-positive 
diplococci. 


Culture from throat revealed some gram-positive staphylococci 
(albus), few gram-positive streptococci (chains of 2 to 20, 
no hemolysis) and rare gram-negative bacilli. 


Treatment consisted of 250 c. c. transfusions, adenine 
sulphate intravenously, x-ray therapy over long bones, 
general ultraviolet treatment and mild astringent appli- 
cations to the throat. 


Since the progress of the throat condition may be of 
interest to this group, I will give it in more detail. 
During the first three days the ulcers enlarged and a 
small one appeared on the left posterior pillar; at the 
same time the right anterior cervical nodes became 
very much more enlarged. On the fourth day the ul- 
cers began decreasing in size, followed later by a very 
much slower decrease in the glandular enlargement. 
The gums also improved. The ulcers were entirely 
healed on the ninth day. She was discharged from the 
hospital as cured on the sixteenth day, her white blood 
count on that date being: 


Total leucocytes 11,800 
Small lymphocytes 37 
Large lymphocytes 6 
Large monocytes 6 
Neutrophils (24 immature forms). . 50 
Eosinophils 1 


She has been under observation since that date and 
has presented no evidence of a recurrence. It might be 
worthy of mention that she has since been found to be 
allergic; she is sensitive to horse dander and had an 
attack of hay fever, perennial type, following an un- 
usually long horseback ride. 


APLASTIC ANEMIA 


Aplastic anemias are classified as primary and 
secondary. The former is very rare, but is sim- 
ilar in its symptom complex to the latter. The 
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two types will therefore be discussed as one. 
The secondary type has been found following 
exposure to benzol, trinitrotoluol, x-rays and 
radioactive substances, the administration of ar- 
senic, and, rarely, following severe infections. 
In taking the patient’s history this information 
should be elicited. Young people from 15 to 30 
years of age are usually affected, but there are, 
of course, exceptions. The previous health has 
usually been good, though some cases are of the 
“chlorotic type.” Fever of irregular type and 
of moderate severity is usual. Epistaxis is fre- 
quent and hemorrhages may occur from any of 
the mucous membranes. Sore throat may be a 
complaint. The most striking signs noted on 
examination are that the patient appears pro- 
foundly ill and has a peculiar wax-like pallor. 
Petechial spots may be found on the buccal or 
pharyngeal surfaces. The tonsils may appear 
hypertrophied and inflammatory changes may 
take place. 


Case H3335.—A white man, single, age 33, service 
station attendant, was referred to me at 4:30 a. m. 
November 13, 1931, complaining of sore throat, hemor- 
rhage and feeling “sick.” He was so toxic that his 
history was not taken till later. The family history 
was essentially negative and the past history was ir- 
relevant. Apparently his illness started some three 
months previously, when he contracted gonorrhea and 
syphilis at the same time. Besides other medication, 
six intravenous injections of neoarsphenamine were 
given, the largest dose being 0.3 gram. 

For two weeks he had complained of sore throat 
and malaise. During that time he took some quinine, 
but could not state definitely how much he took, prob- 
ably not more than 100 grains. Eight days previously 
he consulted his family physician; at that time his 
right tonsil was somewhat swollen and his tempera- 
ture was 102°. The throat was treated, an astringent 
gargle and a purgative prescribed and he was ordered to 
bed. Three days later he began expectorating blood. 
In the meantime the right tonsil had continued swell- 
ing and on the following day (four days prior to my 
examination) his physician opened the anterior pillar 
at its junction with the tonsil. The physician stated 
that some grayish pus and serum drained from the 
opening, later followed by blood. He bled rather freely 
for several hours before the blood clotted, and since 
then had expectorated blood more or less continuously. 
He took no nourishment save buttermilk and con- 
stantly grew weaker. During the night of November 
12 he breathed with a rattling noise; his physician 
feared some respiratory obstruction and referred him to 
me without delay. 

On examination the patient was found to be a well- 
developed but markedly emaciated white man, very 
toxic and moderately jaundiced. The lips and finger 
nails were almost colorless. Temperature was 100°, 
pulse 130, respiration 16, blood pressure 110/45. The 
whole right side of the throat was markedly swollen, 
the uvula being pushed over against the left tonsil, 
which was normal in appearance. The right tonsil 
was covered with a mass of dark, foul-smelling clotted 
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blood. This clot was removed with forceps and was 
found to extend some two inches down the throat, 
giving rise to a rattling sound when breathing. Several 
of the anterior cervical lymph nodes were palpable, but 
not greatly enlarged. They were not fixed or tender 
to palpation. Examination otherwise was negative. 
The history and findings were quite suggestive of a 
peritonsillar abscess, complicated by a rather severe 
anemia due to hemorrhage. The swelling was so great 
that it was thought best to open the peritonsillar area 
at the site of e’ection. No pus was obtained, but a 
large quantity of old dark blood, with some fresh 
blood, drained from the tissues. A small rubber tube 
was inserted in the incision to facilitate free drainage. 
Laboratory examination revealed: 


Blood 
Total erythrocytes 1,690,000 
Hemoglobin -- 47 (corrected Tallquist) 
Cle —.... 1.47 
Total leucocytes 1,500 
Small lymphocytes _. 74 
Large lymphocytes 4 
Large monocytes _. 3 
20 (8 immature forms} 
Malaria None found 
Total platelet 80,000 
2 minutes 
Coagulation time ——..-__ 19 minutes (venous) 
Clot retraction time nc. No retraction in 96 hours 
Icterus index 20 
Blood culture -. Negative 
Wassermann Negative 
Kahn Negative 

Urinalysis Negative 


Smear from throat revealed streptococci, fusiform bacilli and Vin- 
cent’s spirillae. 
Culture from throat revealed staphylococci and streptococci. 


In spite of the most energetic treatment, including 
several transfusions, he grew gradually weaker and suc- 
cumbed on the fifth day. On autopsy, the following 
summary of findings was recorded: skin and sclerae 
jaundiced (this was thought due to the effect of the 
neoarsphenamine on the liver); numerous purp’e spots 
the size of a match head over both lower extremities; 
numerous petechial spots on the visceral pleura; no red 
marrow in the marrow cavity of the long bones. 

The final diagnosis was aplastic anemia, sec- 
ondary to arsenic poisoning. 


ACUTE INFECTIOUS MONONUCLEOSIS 


Although there is a difference of opinion, the 
majority of internists consider acute infectious 
mononucleosis and glandular fever identical. 
This difference of opinion is of no particular 
interest to us, except that the epidemic form 
is, of course, more readily recognized. Sporadic 
cases in young adults frequently suggest the 
aleukemic stage of acute lymphatic leukemia, 
but the patient never appears toxic. In sporadic 
cases among children the onset, with moderate 
fever and sore throat, is so suggestive of tonsil- 
litis that the case is usually diagnosed as such. 
The sinuses and nasal tissues may be involved. 
Enlargement of the cervical lymph nodes is usu- 
ally noted about the third day, the maximum 
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size being attained by the sixth day; slight en- 
largement of the spleen, axillary and inguinal 
lymph nodes is usually noted. Spontaneous re- 
covery usually occurs. 


Case H3551—A white school boy, age 16, presented 
himself on April 12, 1932, complaining of fever and en- 
largement of the cervical lymph nodes. The family 
history was negative and the past history was irrele- 
vant, save that tonsillectomy had been performed sev- 
eral years previously. He gave a history of having 
had a general feeling of malaise with 101° temperature 
six days previously. In spite of purgatives and rest, 
the feeling of malaise, with chilly sensations and fever, 
persisted, and on the fifth day there was a small hem- 
orrhage from the right naris as well as a feeling of 
marked nasal stuffiness. During this time he had blown 
a thick muco-purulent discharge from his nose and 
had expectorated a fairly large amount. On the fifth 
day he noticed for the first time a gland on the right 
side of the neck; it was about the size of a marble, 
but not painful to touch. 


On examination the patient was found to be well 
developed and well nourished. His cheeks were flushed, 
but he did not appear toxic or acutely ill. The nasal 
septum was normally straight, but all nasal membranes 
were markedly congested. Ventilation was poor and 
some muco-purulent discharge was noted in both middle 
and superior meatuses. Transillumination revealed 
slight cloudiness of both antra, the left being slightly 
more cloudy; the frontals were not well developed. 
Posterior rhinoscopy revealed a moderately profuse dis- 
charge posteriorly from both middle and _ superior 
meatuses; a moderate degree of pharyngitis was pres- 
ent. The tonsils had been removed, but there was a 
small stump in the base of the left fossa. No ulcers or 
membrane formation were noted. The anterior cerv- 
ical lymph nodes were enlarged, ranging from the size 
of a pea to a marble. They were firm, but not fixed 
or matted together and were not painful. His tempera- 
ture was 99°. General examination otherwise was nega- 
tive. 

On laboratory examination the erythrocyte count and 
hemoglobin were found to be normal. The total leu- 
cocyte count was 15,000. Differential count (made with 
Goodpasture’s stain) revealed: 


Small lymphocytes —...... 
Neutrophils (8 immature forms) 


No malaria 
Urinalysis negative 


The diagnosis was acute infectious mononucleosis. 
Under treatment he improved rapidly and was dis- 
charged on July 18, 1932. 


OTHER BLOOD DYSCRASIAS 


Purpura (essential thrombocytopenic purpura) 
is mentioned in this discussion, not because of 
any early throat manifestations, but because 
of the danger of performing nose and throat op- 
erations upon such patients. Epistaxis is a 
fairly common and early symptom and petechial 
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spots may be noted on the buccal and pharyn- 
geal mucosa, but neither of these is a constant 
sign. 


Some months ago a general surgeon referred a pa- 
tient to me for examination and gave me the following 
history concerning her. She was working in another 
city and consulted a physician, complaining of asthe- 
nia. After studying her case that physician advised 
tonsillectomy. She returned to her home in order to 
have her family surgeon operate upon her, and gave 
him a history that the general examination, including 
blood examination, was negative. Operation was per- 
formed and followed by severe hemorrhages. Examina- 
tion revealed that she had a case of purpura and it 
was only by the most energetic treatment, including 
several transfusions, that a fatality was avoided. 


In eliciting a patient’s history, care should be 
exercised regarding testimony as to previous 
spontaneous bleeding from the mucous mem- 
branes. In the case mentioned above the pa- 
tient gave a history of spontaneous hemorrhages 
from the nose and gums, of bruising easily, of 
having petechial spots under the skin of her 
legs, and that the bleeding time was prolonged. 
The surgeon relied on the patient’s report of 
the physician’s examination, with almost a 
tragic result. 


Hemophilia is mentioned for the same reason 
as purpura. This is a sex-linked, hereditary dis- 
ease, transmitted by the female but manifested 
only in the male and characterized by a ten- 
dency to prolonged hemorrhage and a definite 
delay in the coagulation time of the blood. 


Furthermore, there is a class of patients who 
are not true hemophiliacs, but who have a pro- 
longed bleeding time and a definite tendency to 
hemorrhage. These patients usually have an un- 
balanced diet and are almost always anemic. 
The following case report is fairly typical: 


Case S6908—A white school girl, age 14, consulted 
me on July 16, 1926, complaining of sore throat. She 
had an acute tonsillitis with the usual concomitant signs 
and readily responded to treatment. She gave a his- 
tory of frequent attacks of tonsillitis, fairly frequent 
head colds and of feeling “pepless.” She was anemic 
in appearance. I advised tonsillectomy. Her father 
came to my office the following day to tell me that 
her older brother’s tonsils were removed at the age of 
6; that the child had a delayed primary hemorrhage 
so severe that life was endangered; and that he did not 
care to have a similar occurrence. On examination her 
bleeding time was found to be 114 minutes; her coagu- 
lation time was 17 minutes. Calcium preparations, 
tonics and a heavy milk diet were prescribed, but the 
patient had an aversion to them and refused to take 
any of them. Fortunately, she did like citrus fruits 
and did follow a few other dietary suggestions. On 
July 11, 1927, her bleeding time was 30 seconds and 
her coagulation time was 3 minutes. Her tonsils were 
removed and she recovered without difficulty. 
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DISCUSSION 


These various diseases may be accurately 
diagnosed only with laboratory aids. No dis- 
cussion of differential diagnosis or of labora- 
tory findings has been presented, for I feel that 
all these cases should be referred to an internist, 
into whose province they rightfully fall. 


But how shall we make sure that no such 
cases slip through our hands _ unsuspected? 
Some of us may have had sufficient training 
promptly to recognize them; others may be suf- 
ficiently astute to realize that a general disease 
is present; but the large majority of us, those 
who make diagnosis by elimination, must follow 
a routine that will enable us to cope effec- 
tively with all cases which present themselves 
to our attention. Since these diseases may be 
diagnosed only by laboratory methods, it nat- 
urally follows that we must use the laboratory 
aids that are at our disposal, and use them rou- 
tinely. In this way, and in this way only, can 
we adequately protect our patients, not to men- 
tion our own professional reputations. I feel sure 
there is no one present who, on finding a mem- 
branous lesion in a patient’s throat, would not 
take a swab for laboratory examination of smear 
and culture. It is my humble opinion that in 
all these cases a differential white blood count 
should be made. Should any of the leukemias, 
agranulocytic angina, acute infectious mononu- 
cleosis or even aplastic anemia be present, the 
laboratory report would definitely indicate a 
blood dyscrasia. Those patients who have a 
marked pallor should have a total red blood 
count and hemoglobin estimation made; this 
would definitely indicate the degree of anemia 
present. In taking histories the patient should 
be especially questioned regarding hemor- 
rhages, either spontaneous or following extrac- 
tion of teeth, et cetera. Further, before perform- 
ing any nasal or throat operation, the patient’s 
bleeding and coagulation time should be taken. 
Should either, or both, be prolonged, a further 
study of the case should be made. These sim- 
ple laboratory procedures, routinely followed, 
will prevent what might later be considered a 
colossal blunder. 


SUMMARY 


(1) Some blood dyscrasias present such 
marked throat manifestations that otolaryngolo- 
gists may be consulted before conference is held 
with an internist. 

(2) The symptoms that would suggest such 
blood dyscrasias are reviewed. 

(3) These dyscrasias may be suspected from 
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the results of simple and common laboratory 
procedures. 


(4) In all suspicious cases adequate labora- 
tory examinations should be made. 


(5) In all cases, particularly preoperative 
cases, the history should contain definite in- 
formation regarding any previous hemorrhages; 
further, in all preoperative cases the bleeding and 
coagulation time should be taken. 
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DISCUSSION (Abstract) 


Dr. John J. Shea, Memphis, Tenn—Hematology is 
undergoing radical changes. The relationship of the 
anginas and the hematopoietic system is uncertain, for 
in one instance an infection of the throat may be the 
initial lesion, and in another the terminal manifesta- 
tion of a hematopoietic disease. The medical student of 
ten years ago was taught a theoretical classification of 
the diseases of the blood which was not practical when 
applied in the routine of medicine. Today, one seeks a 
better knowledge of the possibilities of the hematopoietic 
response to infection, and this knowledge can best be 
obtained through a closer study of the observations on 
the blood in the anginas. 

The older physiologists considered the blood as a 
special form of connective tissue having a fluid ma- 
trix. The modern conception is that the blood is a 
mixed secretion, the formed elements of which are the 
result of parent cells living outside the blood stream. 
These hematopoietic tissues differ in the embryo and 
the adult. The fetal blood is formed as a result of the 
activities of the blood islets in the yolk sac, the primi- 
tive liver and the reticulo-endothelial system. The 
capillaries of the formative bone marrow, the lymphoid 
follicles of the spleen and other lymphoid structures 
next add to this natal blood. The process changes 
gradually, until in adult life there exist groups of par- 
ent cells outside the blood stream, with four major 
hemic units in the blood. From the parent myelo- 
blasts come the granular cells, which are the polymor- 
phonuclear leucocytes and the monocytes; from the 
lymphoblasts are derived the lymphocytes, and from 
the normoblasts, the red blood cells. 


The bone marrow houses an emergency supply of 
polymorphonuclear leucocytes and can deliver them into 
the circulation when needed. If the surplus is con- 
sumed and the newly formed cells are not sufficient 
for the demand, immature forms will be found in the 
circulation. The most common causes for the presence 
of immature cells in the blood are: (a) hemorrhage, 
(b) diseases that destroy blood cells, (c) various sub- 
stances that act as stimulants to the hematopoietic sys- 
tem, and (d) hyperplasia of the hematopoietic tissues- 
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The infections of the throat are characterized by the 
influence they exert on the hematopoietic system, and 
belong to the third class. On the other hand, there 
are primary diseases of the blood that produce lesions 
in the mouth, and it is difficult to separate the border- 
line cases. 

The laryngologist has an opportunity to study the 
relationship of the anginas and the hematopoietic re- 
sponse in the following diseases: agranulocytic angina, 
acute infectious mononucleosis, Vincent’s angina with a 
lymphoid leucocytosis and acute lymphadenosis. 


The anginas are capable of producing four types of 
changes in the blood: (1) polymorphonuclear leucocy- 
tosis as seen in follicular tonsillitis and septic throat; 
(2) mononuclear leucocytosis, which occurs in infec- 
tious mononucleosis; (3) leucopenia with a decrease of 
granulocytes (agranulocytic angina); and (4) leucocy- 
tosis with a relative hypogranulocytosis, as seen in the 
patients suffering from a generalized Vincent infection 
and an acute lymphatic leukemia. The following fig- 
ures are illustrative: 


BLOOD CHANGES IN THE ANGINAS 


Monocytes 
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Lymph. 


White Cells 
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CALCIUM AND PHOSPHORUS METABO- 
LISM IN A CASE OF CELIAC 
DISEASE* 


By Frep J. WAmpter, M.D., 
and 
J. C. Forses, Pu.D., 
Richmond, Va. 


Recently a case of celiac disease came to the 
attention of the writers and they are here re- 
porting studies made on the calcium and phos- 
phorus metabolism. The case history and phys- 
ical findings will be omitted, as the case was 
rather typical. However, deformity was more 
marked than in most cases. 

General Laboratory Findings—The Wassermann test 
was negative, the intradermal tuberculin test negative, 
white blood cells were 9,300, red blood cells 4,720,000, 
hemoglobin 88 (Sahli). The differential count showed 
polymorphonuclears 63, eosinophils 1, and lymphocytes 
36. Blood chemistry done on June 14, just as treat- 
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ment was begun, showed calcium 9.9 mg., phosphorus 
6 mg., protein 8.7 gm., non-protein nitrogen 24 mg., 
and cholesterol 192 mg. per 100 c. c. of blood. The 
carbon dioxide combining power of the plasma was 
50.4. A basal metabolism test proved to be unsatisfac- 
tory. 

The feces were abnormal in physical appearance and 
contained fatty acids, but as the experiment went on, 
they became normal in appearance and odor. 

Diet —The diet during the experimental period was 
confined to eggs, lean meat, milk, Mead’s cereal, pota- 
toes, bread, apples, apple sauce, pears, butter, and fresh 
orange juice, usually about 250 c. c. of the latter daily. 
In order to reduce individual variations in the inorganic 
salt content of the various foods to a minimum, the 
eggs and milk were always obtained from a constant 
source. All of the various foods were analyzed for 
calcium and phosphorus at the beginning of the experi- 
ment and these values were used in calculating the 
calcium and phosphorus intake. The water intake was 
recorded and the calcium in this was calculated in the 
intake. The child was fed by a graduate dietitian and 
medication was administered with the food. 

Method of Analysis—Morris, Nelson and Palmer’s 
(1931) method was followed for the determination of 
calcium and phosphorus in both foodstuff and feces. 
The feces were collected in beakers and the total for 
each period transferred to a weighed evaporating dish, 
evaporated to dryness, weighed, ground, and samples 
taken for analysis. The urine specimens for each period 
were mixed, acidified, diluted to volume, and aliquots 
taken for calcium and phosphorus analysis. Calcium 
was determined as the oxalate and phosphorus by the 
colorimetric method of Fiske and Subbarow (1925). 

The chemical analyses were not begun until the child 
had been on the standard diet four days. The first 
three pericds represent the results on the standard diet 
with no treatment except ten-minute sun baths morn- 
ing and evening. 

Medication was started in the fourth period. During 
the fourth and fifth periods 1 c. c. (30 drops) viosterol 
250 D* was given daily. In the sixth and seventh pe- 
riods, viosterol 250 D was increased to 3 c. c. (90 
drops) daily and calcium lactate 2 gm. per day were 
given. In the eighth, ninth and tenth periods, the vita- 
min D preparation was changed to irradiated ergosterol 
1,000 X, which has ten times the vitamin D content of 
viosterol 250 D. She received 1 c. c. (30 drops) of 
this daily during these periods and the calcium lactate 
was increased to 4 grams daily. During the eleventh, 
twelfth and thirteenth periods, the irradiated ergosterol 
was reduced to one-third the three previous periods, or 
10 drops daily, and 2 gm. calcium phosphate daily 
were added. The calcium lactate was held at 4 gm. 
per day. This treatment was continued for a further 
17 days, in which there were no analyses. Periods four- 
teen and fifteen followed this seventeen-day period. 
The treatment remained the same through these two 
periods. 

The patient’s vomiting interfered with the accuracy 
of the experiment in the early periods. The vomitus 
was collected, added to the fecal excreta for that pe- 
riod, and analyzed. There was certainly some loss, but 
this error would have been shown as retention, conse- 
quently observed retentions would be slightly in excess 


*The viosterol 250 D and irradiated ergosterol 1,000 X were 
furnished for this study by Mead Johnson and Company. 
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of that actually retained. It is our impression that this 
loss of calcium or phosphorus was very small. 


At the time of admission to our service, she spent 
most of her time lying in her bed, but would sit up 
at times. By the ninth period she sat up much more 
and insisted on being out of bed on a chair part of 
the time. After this time, she began to walk around 
her chair, and by the end of the thirteenth period 
she could walk about it five times in succession, this 
in spite of the fact that she had never walked much 
before and that one leg was functionally three inches 
shorter than the other. 

X-ray pictures taken at the end of the thirteenth 
period showed that the progress of the disease had 
been arrested and perhaps slight improvement made. 
Films taken four weeks later showed marked improve- 
ment at points of spontaneous fractures and osteotomies 
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Showing the calcium and phosphorus retention in a case 
of celiac disease on different amounts of vitamin D 
and calcium treatments. 


with some improvement in deposits of lime salts in 
the bones of the leg and a definite increase of lime 
salts in the femur. In this case clinical improvement 
was noticeable more than a month before the x-ray 
showed definite repair. Although the case was much 
improved clinically and calcium and phosphorus reten- 
tion were good, there was still some element lacking 
in the treatment, as the child did not begin to grow 
again and there were still big and sudden fluctuations 
in weight. 

Table 1 gives the calcium and phosphorus intake, ex- 
cretion through feces and urine, calcium and phospho- 
rus balances, and the medication, and shows that not 
only was the total daily calcium retention increased 
with an increase of calcium intake, but that the per- 
centage of retention was increased. This was true in 
the eleventh, twelfth and thirteenth periods when the 
vitamin was reduced to one-third of that given in the 


eighth, ninth, and tenth periods. The findings here 
agree in principal with those of Sherman and Hawley 
(1922) who, working on a normal child, found that 
while calcium intakes of 0.4 gm. per day regularly re- 
sulted in some retention of this element, feeding of 
from 0.9 to 1.2 gm. per day was necessary in order to 
induce optimum calcium retention. This case required 
still higher calcium intake than the above. In respect 
to healing, the results differ with those of Jampolis 
and Londe (1932). In their cases of osteomalacic-like 
rickets healing was shown by x-rays only after large 
doses of vitamin D and after several months on good 
vitamin medication. Here clinical improvement was 
noticeable in less than a month and x-ray films showed 
the disease arrested in six weeks. In their cases no ref- 
erence is made to the calcium content of their diet. 
Bloom (1932) reports 31 cases of rickets treated by 
the substitution of secondary calcium phosphate in 
place of cod liver oil or vitamin D in the children’s 
diet. 

The absence of satisfactory calcification when the 
calcium was 9.9 mg. and the phosphorus 6 mg. per 
100 c. c. of blood is difficult to explain, but it is likely 
that one of the factors was the high serum protein, 
Hastings, Murray and Sendroy (1927) and Peters and 
Eiserson (1929) have calculated that under average 
conditions each gram of protein combines with 0.556 
mg. of calcium. This would mean that in our patient, 
assuming average conditions, 8.7 x 0.556 = 4.8 mg. of 
calcium was in combination with the proteins, while 
if the prctein concentration was 7 per cent only 3.9 
mg. of calcium would be thus bound. It is likely that 
protein bound calcium does not take any direct part 
in calcification, consequently if other factors are equal, 
a higher product for calcium and phosphorus is neces- 
sary for calcification when the serum protein is high 
than when it is normal.* 


The question has been raised in this case as 
to the probability of an endocrine element in the 
production of the poor calcification. A para- 
thyroid tumor must be considered, but hyperpa- 
rathyroidism produces a high blood calcium with 
a lowering of the blood phosphorus as shown 
by Albright e¢ al (1929). This case showed a 
low normal blood calcium and normal blood 
phosphorus. Hypoparathyroidism produces a 
low blood calcium with tetany if the deficiency 
is severe. Neither was true. The thyroid gland 
was normal so far as could be detected by phys- 
ical examination. 

A lowered secretion of the anterior lobe of 
the hypophysis in children sometimes produces 
a faulty bone metabolism and retards growth. 
An x-ray of the sella turcica showed it much 
smaller than normal. According to Bandler 
(1920)signs of hypopituitarism include abnormal 
bone metabolism and slow growth, dry skin, ten- 
dency to subnormal temperature, low blood pres- 
sure, slow pulse, polyuria, psychosis and adipos- 


*Parsons, American Journal Diseases of Children, May, 1932, 
has a very complete bibliography on celiac disease and discusses 
it from all angles. 
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Table 1 


Showing the treatment, intake, excretion in urine and feces, and retention of calcium and phosphorus on a daily basis, together 


retention in grams and deily per cent retention per treatment period. 


Average for 


Treatment Period 


Treatment Calcium in Grams Phosphorus in Grams Daily Per Cent 
Retention Retention 
1 7 Standard diet 0.83 0.16 0.58 0.09 0.92 0.60 0.27 0.05 
Ten minutes sun baths 
2 3 morning and evening 0.75 0.12 0.55 0.08 0.82 0.47 0.29 0.06 } 0.13 0.12 16.00 13.4 
| 
3.4 0.87 0.11 0.52 0.24 0.91 0.52 0.10 0.29 | 
4 4 Above plus viosterol 0.94 0.10 0.73 0.11 1.04 0.50 0.30 0.24) 
250 D 1 c. c. (30 drops) $0.17 0.22 18.3 21.1 
4 0.92 0.09 0.60 0.23 0.93 0.49 0.25 0.19 } 
6 4 Same diet. Viosterol 1.21 0.10 0.73 0.38 1.00 0.33 0.23 0.44 | 
250 D, 3 c. c. (90 drops) $0.32 0.35 26.7 34.8 
7 4 2 gms. calcium lactate 1.23 0.11 0.85 0.27 1.04 0.43 0.34 0.27) 
8 4 Same diet. Ergosterol 1.27 0.11 0.75 0.41 0.82 0.34 0.27 0.21 
1,000 X, 1 c. c. (30 drops), 
9 4 calcium lactate 4 gm. 1.24 0.10 0.83 0.31 0.69 0.28 0.25 0.16 $ 0.38 0.20 31.00 27.1 
10 4 1.19 0.12 0.66 0.41 0.74 0.33 0.17 0.24 } 
11 4 Same diet. Ergosterol 1.67 0.11 0.87 0.68 1.01 0.41 0.28 0.32 } 
1,000 X, 1/3 c. c. (10 
12 4 drops), calcium lactate 1.76 0.13 1.24 0.39 1.13 0.44 0.40 0.29 } 0.58 0.38 33.6 33.5 
4 gm., calcium phosphate | 
13 4 2 gm. 1.75 0.13 0.95 0.67 1.20 0.37 + 0.31 0.52 J 
14 4 Same as above 1.79 0.12 1.17 0.56 1.22 0.53 0.37 0.32 | 
$0.57 0.34 32.1 28.3 
15 4 1.79 0.09 1.05 0.65 1.18 0.46 0.36 0.36 } 


ity. Except for the poor bone metabolism and 
the slow growth, not one of these signs was 
present. The lack of growth and the bone me- 
tabolism may be explained by an insufficient 
amount of calcium in the food. Osborne and 
Mendel (1918) showed that young rats sub- 
jected to drastic deprivation of calcium intake 
ceased to grow in a short time. This child, 
through aversion to milk and frequent vomiting 
of that which she took, certainly made her cal- 
cium intake very low. 

Since there is much interdependence be- 
tween the glands of internal secretion, it becomes 
difficult to rule them out in a case like this, 
and as a proper calcium intake over a period of 
several months since these studies were made 
did not stimulate growth, the cause of the trou- 
blt must be sought for in the glands of internal 
secretion. 


SUMMARY 


A case is reported of celiac disease continuing 
for eight years in which liberal doses of vitamin 
D and a substantial increase in the calcium in- 


take changed very poor positive calcium and 
phosphorus balances to strongly positive bal- 
ances and produced marked clinical improve- 
ment after one month’s treatment. The calcium 
retention was not only increased with the in- 
creased calcium intake, but the percentage re- 
tention was also increased. X-ray pictures 
taken three weeks after good retention showed 
little improvement, but those repeated four 
weeks later showed heavier shadows throughout 
the long bones, healing of some fractures and 
progress toward healing of other spontaneous 
fractures ununited for several years. There 
was no improvement in growth and some other 
factor must be sought as the cause of the under- 
development. 
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ROENTGEN RAY TREATMENT OF TU- 
BERCULOUS CERVICAL LYMPH 
NODES* 


By Rosert J. Reeves, M.D., 
Durham, N. C. 


Roentgen discovered the “X,” or unknown 
rays, at Wurzberg in 1895. The active or 
chemical powers of the rays were first recognized 
through the destructive burns received by the 
numerous new experimenters. The burns at 
once suggested the possibility of a new agent for 
the destruction of morbid tissues, notably those 
of the skin, including tuberculosis. 


In 1902, Dawson Turner, medical head of 
the electrical department of the Royal Infirmary, 
Edinburgh, published the third edition of his 
“Manual of Practical Medical Electricity.” On 
page 376, under the subheading, “Enlarged Tu- 
bercular Glands,” he writes: 


“Six cases of enlarged tubercular glands have been 
under roentgen ray treatment in the Electrical Depart- 
ment of the Royal Infirmary. The exposures have been 
of five minutes’ duration, three times a week. The du- 
ration of the disease has varied from thirteen years to 
three months. In some of the older cases, many opera- 
tions had been performed and sinuses were present. 
The glands affected were cervical in five cases and axil- 
lary in one. In all these cases, marked improvement 
has been brought about, and in two of them a com- 
plete cure (duration of these latter, eighteen months and 
seven months). I am not aware of any other recorded 
cases of this treatment of this disease, and credit of the 
initiation of this treatment lies with Dr. Hope Fowler, 
the Assistant Electrician of the Royal Infirmary.” 


This places the first recorded use of the roent- 
gen ray in glandular tuberculosis about the year 
1900. 

In 1902, F. H. Williams, of the Boston City 
Hospital, in his book, reported that even the 
largest lymph nodes responded surprisingly well 
to treatment with the roentgen ray. 


*Read in Section on Radiology, Southern Medical Association, 

we Annual Meeting, Birmingham, Alabama, November 

*From the Department of Medicine, Duke University School of 
icine. 
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OTHER THERAPEUTIC AGENTS THAN THE 
ROENTGEN RAY 


It became evident from the first that treat- 
ment could not conscientiously be limited to the 
roentgen ray alone. Therefore, in a majority 
of our patients, some of the following addi- 
tional measures were used: 


Attempts were made to improve the general 
hygiene. 

All foci harboring simple and tuberculous in- 
fection, such as tonsils and adenoids, were 
treated. 

Rest was prescribed as needed, sometimes rest 
in bed. 

Cod liver oil and “tonics’’ were prescribed as 
appeared helpful. 

Surgical dressings were applied to wounds and 
sinus tracts. 

Minor surgical operations, such as aspiration, 
incision, curettage, and small biopsy, were per- 
formed. 

Major operations were performed, that is, at- 
tempts were made to excise a lesion or a group 
of lesions. 


The patient was treated for tuberculosis else- 
where in the body, but those showing pulmonary 
tuberculosis were not included in our series of 
141 patients. 

Other ailments, such as constipation or other 
non-tuberculous diseases, were treated. 

Patients were urged to seek, and sometimes 
arrangements were made to provide, sunshine, 
fresh air, good food, better environment and 
rest. Specialists were employed to examine and 
to treat the nose, throat, ear, skin, mouth, eye, 
and chest. Small doses of cod liver oil were 
used over long periods in almost every case. 


OPERATIONS 


It might be argued that the operations alone 
favorably changed the course of the disease: 
that they, not the roentgen ray, were the main 
feature of the treatment; that particularly the 
major operations in certain cases brought about 
the result. Sixty-nine of our 141 patients sub- 
mitted at some time to some form of opera- 
tion. 

Aspiration of one cystic swelling plus 12 
roentgen ray treatments were associated with 
complete resolution. 


Our experience has shown that aspiration 
alone has little or no therapeutic value in cystic 
or in fluctuating tuberculous lesions in the neck. 

The operation of incision with or without cu- 
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rettage of sinuses or abscesses was performed 43 
times. Most of these were simple incisions, of 
which 15 were performed within a month before 
the roentgen ray treatment was started, and 28 
during the treatment or soon after it ended. The 
15 patients in whom incisions were made before 
treatment had reached, at the start of their 
treatment, the sinus stage of the disease. In 19 
of the 28 patients in whom incisions were made 
after treatment had been begun, the softening 
appeared to have been induced by the roentgen 
ray. There were two in whom the lesions sof- 
tened under roentgen ray treatment without in- 
cision; so it is interesting to note that 21 of the 
141 patients appeared to suffer ‘‘cold” abscess 
formation as a result of the roentgen ray ex- 
posures. Incision of cold abscesses is generally 
admitted to be inadequate treatment. They 
keep on draining. 


ROENTGEN RAY DOSAGE AND TECHNIC 


The roentgen ray dosage which held good for 
all but a very few cases was about one-third of 
the dose of filtered roentgen ray necessary to 
produce a slight erythema in an average person. 
Occasionally, larger doses were given over cold 
abscesses to bring about more complete casea- 
tion. 


The patients received appointment cards with 
two weeks fixed as the interval between treat- 
ments. The number of treatments advised was 
not fixed at first, but was gradually increased 
up to ten, which was finally chosen as the min- 
imum number of treatments for all patients. 
Such a series lasted about four and one-half 
months. More treatments were then given to 
some patients who were not markedly improved 
by the end of the series. 

The smaller doses of roentgen ray were se- 
lected for this work because of the extreme sus- 
ceptibility of the lymphoid cell to the roentgen 
ray; because of the disadvantage of massive de- 
struction of these cells which almost certainly 
play an active part in resistance to the disease; 
because of the probably stimulating effect of 
small doses on the production of lymphoid cells; 
because at the time we began fewer reports had 
been published on the results of small doses than 
of large doses; because they are safer and can 
be given oftener, thus allowing the physician 
to observe the patients more closely; because 
our aim was to induce resolution without sof- 
tening (softening appeared more likely to occur 
with the larger doses); and because it was 
thought the reactions from the larger doses were 
more likely to interfere with appetite, nutrition, 
and general health. 
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TREATMENT 


Since in many cases of various types the dis- 
ease apparently disappears or there is great im- 
provement for varying periods without treatment, 
evidence in favor of a method of treatment must 
include these points: 


(1) The patient must show definite improve- 
ment within a reasonable length of time. In 
other words, there must be a significant time 
ratio between the duration of the disease before 
treatment and the appearance of definite im- 
provement after the beginning of treatment. 


(2) The longer the follow-up period, the more 
conclusive is the evidence concerning the dura- 
bility of the improvement. 


(3) A given method of treatment must be 
compared with the natural course of the disease 
and with other methods of treatment. 

The disease does not disappear spontaneously 
in all cases; sometimes it persists for years. 
However, significant data on a large untreated 
group are not available for comparison. Many 
factors influence resistance and resolution, such 
as the general condition and age of the patient, 
pulmonary tuberculosis, the extent of the dis- 
ease in the neck and the virulence of the infec- 
tion. These factors vary considerably in differ- 
ent parts of the world. 


CONCLUSION 


(1) Small doses of filtered roentgen ray given 
at intervals of less than three weeks appear to 
shorten the course of the disease and to favor 
resolution or marked improvement in all stages 
(except cold abscesses) in a sufficiently large 
percentage of cases to justify the conclusion 
that the roentgen ray is useful in the treatment 
of tuberculous glands of the neck. The useful- 
ness of roentgen ray treatment compares favor- 
ably with that of other single methods of con- 
servative treatment. 

(2) A definite superiority of small doses of 
filtered roentgen ray over other single forms of 
conservative treatment cannot be proven, but is 
supported by these observations. (Natural helio- 
therapy at selected sites may be superior, but 
should not exclude roentgen ray therapy.) 

(3) This form of roentgen ray treatment ap- 
parently does not cause undesirable effects not 
easily avoided. 

(4) Small doses of the roentgen ray are infe- 
rior to the radical surgical treatment as reported 
by Dowd. However, iis patients in whom radi- 
cal operation was strikingly successful belonged 
to a selected group composed largely of children, 
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most of whom were operated upon in the early 
stage of the disease. Hence, even radical sur- 
gery might give little better results than the 
roentgen ray in such an unselected group as this, 
in which most of the patients were older and 
were in advanced stages of the disease. 

(5) From a study of the lesions we found 
that: the best results appeared in the treat- 
ment of patients who had tuberculous sinuses, 
of whom 76.8 per cent apparently were cured. 
Eight months after the first treatment was the 
fair average time for the attainment of apparent 
cure. The sinuses, however, received the largest 
number of treatments. 


TUBERCULOSIS IN A RURAL A™EA* 


By A. H. Grauam, M.D., 
Opelika, Ala., 
and 
J. N. Baker, M.D., 
Montgomery, Ala. 


Tuberculosis as one of our major health prob- 
lems, since early history, has been described 
from many viewpoints. The progress made in 
diagnosis, particularly of childhood forms, and 
in the knowledge of the wide distribution of 
the disease, has been rapid during recent years. 
The epidemiology of tuberculosis, in the light 
of our present knowledge, has been pictured as 
a submerged mountain range with volcanic 
peaks projecting above the surface, in which we 
have investigated the peaks, with the major 
share of excavations and investigations of bed 
rock still before us. 


Most of us are faced with attacking the prob- 
lem in some concrete form, utilizing all accepted 
landmarks and guides in the knowledge of the 
disease to direct our efforts on a sane and ra- 
tional basis. Our area of jurisdiction is some- 
what circumscribed as a state, county or mu- 
nicipality. In this paper the area selected is 
Lee County, Alabama. Certain facts which have 
been noted over a six-year period by the County 
Health Department may be applicable to simi- 
lar areas. 

The Lee County Health Department was or- 
ganized in the late fall of 1925 with a personnel 
of four. On July 1, 1930, the Training Station 
was transferred to Opelika with a reorganization 


*Read in Section on Public Health, Southern Medical Associa- 
tion, Twenty-Sixth Annual Meeting, Birmingham, Alabama, No- 
vember 15-18, 1932 
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and an increase of the staff to eight members. 
This was made possible through a grant from 
the Rockefeller Foundation. An epidemiological 
study was to be undertaken and in May, 1932, 
the set-up was reorganized for the study of tu- 
berculosis. The present staff is headed by: 

(1) A director who is also county health officer and 
epidemiologist for the project 

(2) Assistant county health officer 

(3) Public health nurse 

(4) Sanitary inspector 

(5) Secretary 

(6) One full-time and one part-time veterinarian 

(7) Tuberculosis clinician 

(8) Tuberculosis clinical nurse 

(9) Tuberculosis field nurse 

(10) Laboratory technician and secretary 


The advantage of this type of organization is 
that it gives the opportunity to carry on field 
work in public health and a research program 
as a joint project. 

The traveling diagnostic chest clinics of the 
State Board of Health were made available to 
Lee County in November, 1930. They held 
three clinics, each of four days’ duration, from 
November, 1930, until November, 1931. 

Lee County, Alabama, is fairly typical of the 
average Alabama county. It has an area of 629 
square miles, rather rolling in topography with 
the highest elevation 820 feet and the lowest 
250 feet. Climate is that of the warm tem- 
perate zone with an average annual temperature 
of 67.6. Average annual precipitation is 48.5 
inches. 

Agriculture is the chief occupation, with mod- 
erate industrial development in two of the larger 
municipalities, Opelika (6,156) and Phenix City 
(6,599). Cotton mills predominate with em- 
ployes and dependents approximately 7,000. 

Population has increased over the ten-year pe- 
riod, 1920-1930, with the main increase in mu- 
nicipal groups and a slight decrease in the rural 
sections. 


1930 1920 
Color Number Per Cent Number Per Cent 
White 17,457 48.3 14,037 42.8 
Black 18,685 51.7 18,784 57.2 
Total 36,142 32,821 


Improvement in roads, bus transportation, e¢ 
cetera, assure accessibility to all groups of the 
population. There are no isolated sections 
within the county. 

The tax value of Lee County is $11,000,000, 
with a per capita appropriation for health of 
15 cents in 1926, increasing to 20 cents in 1930. 
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The medical profession of Lee County has 21 
members. They are above the average in ability 
and have, without exception, cooperated intelli- 
gently and whole-heartedly in the general health 
program. 

One small hospital of 20 beds is situated in 
Opelika and a competent radiologist with ade- 
quate equipment is attached to this institution. 
There are no institutional facilities for the care 
of tuberculous patients in the County and there 
is no state sanitorium for tuberculosis. 


Lee County is provided with all the so-called 
cooperative agencies: farm and home demonstra- 
tion agents, white and colored child welfare and 
active organizations for all purposes, parent- 
teacher associations, civic clubs, community 
chest, Red Cross, crippled children, et cetera. 
The support given to health work in general 
has been excellent and appropriations have in- 
creased rather than decreased. 


We feel that Lee County represents an ideal 
territory, with a cooperative citizen group, an 
intelligent and sympathetic medical organization 
and a health department since 1925 which has 
carried on an active and balanced health pro- 
gram. 

The vital question which one might ask and 
one which we have asked ourselves, and will try 
to answer, is, “What have you done in tubercu- 
losis prevention and control?” Let us look at 
a few of the facts as they present themselves for 
consideration. 


MORTALITY 


Co. State 

Year White Colored Total Rate Rate 
No. Rate No. Rate 

1923 9 64.1 22 117.1 31 94.4 98.2 
1924 8 57.0 1s 95.8 26 79.2 96.2 
1925 7 49.9 34 181.0 41 124.9 99.2 
1926 8 57.0 32 117.1 30 91.4 93.7 
1927 7 49.9 23 122.5 30 91.4 86.5 
1928 8 47.1 21 116.7 29 82.8 89.6 
1929 4 23.1 21 113.4 25 69.8 85.7 
1930 10 57.3 19 101.7 29 80.2 86.0 
1931 8 35.8 20 107.0 28 77.5 85.7 


The tuberculosis death rate has dropped from 
150 to 70.7 in the United States and that of the 
Southern Conference area from 140 to 80.4. 
While the numbers in Lee County are too small 
to be of statistical significance, the trend fol- 
lows our State rate. Tuberculosis ranked sixth 
as the cause of death in Lee County in 1930 and 
seventh in 1931. 


Our records indicate that 78.1 per cent of 
colored deaths occur under the age of forty 
years and 64.5 per cent of white deaths over the 
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TUBERCULOSIS DEATHS BY COLOR AND AGE GROUPS 
IN PERIOD 1926-1931 


Age Group WM WF CM CF 
Oto 4 6 
Sto 9 1 
10 to 14 ou 1 2 
15 to 19 1 1 4 9 
20 to 29 1 7 16 40 
30 to 39 3 3 7 21 
40 to 49 3 5 4 8 
50 to 59 2 3 7 7 
60 to 69 4 5 4 eos 
70 4 3 
18 27 50 87 
Total 45 137 


MEDICAL SERVICE IN RELATION TO TUBERCULOSIS 
DEATHS 
1928 1931 
WwW 


1 
3 


Period of Observation and Treatment WwW 
Less than 1 week 1 
1 week to 1 month 2 
1 month to 3 months 1 
3 moaths to 6 months 2 
6 months and over 2 
No medical attendance 


2 
1 


PNK 


Total 29 28 


age of forty years. The absence of a death un- 
der fifteen years of age in the white group is un- 
usual. 

Two years were selected because of the same 
approximate numbers of deaths and the period 
before and after inauguration of the training sta- 
tion and increased personnel. The significant 
point is the large percentage of persons who 
come under observation for a period less than 
one month or who have received no medical 
attendance: colored, 66.6 per cent for 1928 and 
57.1 per cent for 1931. 


SERVICE OF HEALTH DEPARTMENT TO A GROUP OF 
PATIENTS WHO DIED OVER A SIX-YEAR PERIOD 


Period of 1926 1927 1928 1929 1930 1931 Total Per Ct. 
Service wc we we we Wc WC 76 100.0 


Under | m. i 1 32383 84 20 26.3 
1 to6m. i 4 22 26 34.2 
lto3 yrs. 1 3 14 18.4 
3 years 

and over 1 1 13 


In order that the Health Department may in- 
itiate educational and protective measures in tu- 
berculous homes it is of extreme importance that 
an early entry to the home be made. When 
60.5 per cent of these fatal cases die in less than 
six months it is difficult to accomplish one’s ob- 
jectives. 

The correlation between the medical services 
in fatal cases and the Health Department’s ed- 
ucational program emphasizes the difficulty 
which has existed in seeing a case sufficiently 
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early to have any reasonable opportunity for 
either treatment or prophylaxis. 
MORBIDITY RECORD OF TUBERCULOSIS AS RECORDED 


OM OUR WEEKLY COMMUNICABLE 
DISEASE REPORTS 


1926 1927 1928 1929 1930 1931 


White male 1 2 1 1 2 10 
White female 2 3 ee ae 9 5 
Colored male 4 6 4 te 4 8 
Colored female 5 4 10 3 6 5 

Total 12 15 15 4 21 28 


The reporting of our ordinary communicable 
diseases, with the exception of venereal disease 
and tuberculosis, is excellent. The weekly re- 
port card coming openly through the mails is 
returned regularly by the majority of physicians 
on the weekly schedule. With the exception of 
1931 the cases of tuberculosis reported in this 
manner have not equaled the number of deaths. 
The physicians do object to notification, par- 
ticularly of white tuberculous patients, in this 
manner and prefer telephone or personal com- 
munication. 


ROSTER OF LEE WITH 
EPORTS FROM ALL SOURCE 


1926-1931 
° 
> > 

23 33 SH 82 
BQ <0 AA Ge AA Zw 
1926—White 21 7 3 8 4 14 10 7 
Colored 11 5 ane 1 2 8 8 5 
1927—White 12 3 3 2 3 2 10 2 
Colored 13 10 1 os 2 1 19 2 
1928—White 15 6 2 3 2 5 12 1 
Colored 18 18 ae 3 7 4 25 7 
1929—White 19 4 aes 1 6 6 11 8 
Colored 6 7 oe wa 6 1 6 1 
1930—White 30 3 2 7 8 14 11 1 
Colored 17 7 = 2 12 5 8 2 
1931—White 61 8 2 3 14 30 28 7 
Colored 48 16 7 15 20 29 2 


Total 271 94 13 41 81 110 167 45 


Under column “Before Death” are those pa- 
tients who were reported or discovered and vis- 
ited as living cases. Under the column “After 
Death” are those who were reported so close to or 
after death or by death certificate that the fam- 
ilies were visited after the death of the case. Of 
the families under supervision, 25.8 per cent 
were investigated after the death of the case. 
Fifteen and one-tenth per cent of cases reported 
were proven to be non-tuberculous. Twenty-two 
and two-tenths per cent of cases were sputum 
Positive; 30.1 per cent were sputum negative, 
and 45.8 per cent were not given sputum exam- 
ination. 


The Alabama State Laboratories in 1930 ex- 
amined 8,531 specimens of sputum with 1,537, 
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UTILIZATION OF LABORATORY FACILITIES FOR 
SPUTUM EXAMINATION 


Year Positive Negative Total 
Ww Cc WwW Cc 

1926 + 2 16 10 32 
1927 1 z bs | 11 35 
1928 3 7 15 13 38 
1929 5 6 11 7 29 
1930 2 15 29 26 72 
1931 19 16 65 55 155 

Total 34 48 157 122 361 


or 18.0 per cent, positive. Of our specimens 
submitted over a six-year period, 22.7 per cent 
were positive. Our average of approximately 
one sputum examination per patient indicates 
that the laboratory facilities are not being uti- 
lized. 

To date, of 94 sputum positive cases on record 
in Lee County, 30 white and 10 colored are 
living, with 14 white and 40 colored dead. 


If the number of sputum examinations is any 
indication of the effectiveness of our control 
measures, we have certainly failed. 

The State diagnostic chest clinics were sent 
to Lee County for a period of twelve days, from 
November, 1930, to November, 1931. Our ob- 
jective was to classify the accumulated unknowns 
on our records, and known positive cases were 
excluded. There were 193 persons examined at 
these clinics. In preparation for one clinic all 
available contacts of our dead cases were tested 
with 0.1 mg. of old tuberculin on a house-to- 
house schedule. This survey required two 
weeks, and of the positive reactors 73 were se- 
lected for examination and x-ray. Thirteen were 
positive cases, 10 suspicious and 50 negative. 
In addition, 41 persons carried on our roster were 
diagnosed negative. 

The State diagnostic clinic has been responsi- 
ble for reducing our case load to the point where 
it was possible for the Health Department to 
consider a reasonable field visiting schedule com- 
patible with a balanced program. 

Our general program on tuberculosis control 
previous to the assistance of our State diagnostic 
clinic might properly be termed a “nursing pro- 
gram.” In all, approximately 4,000 field visits 
have been made over a six-year period. Admin- 
istration of the field visiting program by the 
County Health Officer was a negligible quantity 
until the case load had been reduced through 
proper classification of accumulated records. 


IMPRESSIONS OVER A SIX-YEAR PERIOD 


Population Groups —The prominent and bet- 
ter class of white families with few exceptions 
have not come to our attention. Our white cases 
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are in the working group and mostly confined 
to municipalities or their immediate- vicinity. 
The majority of our negro cases are in the rural 
districts and are of the tenant farmer class. 
The colored cases in the municipalities are from 
fairly good families who have lived in town over 
a period of years. 

Economic Status——Approximately 5 per cent 
of all cases are in a position to pay a physician 
for a complete examination and services and, if 
necessary, for examination of the remaining 
members of the family. About 40 per cent are 
able to pay for medical services for the patient 
over a reasonable period of time, but not for 
examination of contacts. Not more than 40 per 
cent can arrange to pay for more than one or 
two visits and medicine if necessary. Approxi- 
mately 15 per cent are absolutely indigent. 


DIFFICULTIES EXPERIENCED BY PRACTICING PHY- 
SICIANS IN THE DIAGNOSIS OF TUBERCULOSIS 


The majority of persons with moderately or 
far advanced tuberculosis present a minimum 
amount of difficulty, except that confirmation 
by x-ray or positive sputum is necessary pre- 
vious to an absolute decision in many cases. In 
reporting white cases, in particular, to the 
Health Department this confirmation of diag- 
nosis or its absence is apparently responsible for 
delayed reports or no reports. 

The childhood type, latent adult disease, or 
minimal disease is difficult or impossible for 
the physician to diagnose on physical examina- 
tion and consequently is rarely reported. 

The time at the disposal of physicians in gen- 
eral practice is somewhat limited and unless 
symptoms are referable to the chest, no exam- 
ination is made of it. Recently 5 patients were 
referred to the radiologist at our local hospital, 
two for possible rib injuries in automobile acci- 
dents, two for possible gallbladder series, and 
one for a probable syphilitic gumma over the 
lower ribs. All 5 showed chronic fibroid tuber- 
culosis, 3 with cavitation, on x-ray. All were 
white patients and none had been reported 
to us. 


THE ATTITUDE OF PHYSICIANS ON THE TREAT- 
MENT OF TUBERCULOSIS 


Realizing that the majority of cases of tuber- 
culosis coming into their practice are far ad- 
vanced, indigent or semi-indigent, and that death 
is the most usual prospect, they are not anxious 
to treat tuberculosis. Such cases do not bring 
prestige to the attending physician even though 
he has done all that is humanly possible in a 
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short period of time. In the absence of institu- 
tional facilities where surgical procedures could 
be used in selected cases, and where cases are 
too far advanced for rest to be a possible factor 
in recovery, they appreciate the fact that a phy- 
sician may do very little with the use of medi- 
cine except possibly to relieve the final suffer- 
ing. 

The physicians of Lee County have gone on 
record as opposed to the entry of the public 
health organization into the field of treatment, 
and have agreed to care for all cases referred to 
them: in particular, for childhood types, latent 
adult types and minimal cases and, in general, 
for all cases of tuberculosis. They believe that 
clinicians or specialists in tuberculosis should 
render a concise recommendation along with a 
description of the case. They need general 
forms to be used as a guide in the various types 
of cases and instructions for the general care 
— patient and contacts within the house- 

old. 


THE RELATION OF THE PHYSICIAN AND THE 
HEALTH ORGANIZATION 


Physicians realize their inability to cope with 
the problem unless they can assist the health de- 
partment with a definite scheme of teamwork. 
Diagnostic facilities, either state or subsidized 
locally, with x-ray equipment operated by a 
competent man, in connection with the health de- 
partment, are the main connecting links between 
cure and prevention. The use of tuberculin for 
diagnosis, whether by physician or health officer, 
must be supplemented. The physician feels that 
if he provides treatment and physical examina- 
tions, the health department can and should 
care for the epidentiological family studies, tu- 
berculin, x-ray equipment and supplies, or ar- 
range for subsidizing local equipment for all 
charity tuberculosis work. 

Even with a cooperative, intelligent and capa- 
ble medical profession anxious for leadership and 
assistance in tuberculosis prevention, the Lee 
County Health Department does not feel that 
progress was made prior to the advent of diag- 
nostic facilities in the form of the State Clinic. 

The average health organization could well 
utilize the State Clinic for the purpose of clas- 
sifying the accumulated case load and so reduce 
it that sufficient time would be available to care 
for at least the acute, manifest, sputum positive 
cases and their contacts. The families of all 
dead cases, a source from which possibly the ma- 
jority of our cases of tomorrow will arise, could 
and should be worked out with a tuberculin 
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survey prior to a clinic. A diagnostic clinic is 
of real value to any health organization, but 
the organization must be properly prepared in 
order to receive the full value of the service. 


THE LEE COUNTY TUBERCULOSIS RESEARCH 
CLINIC 


This project, financed by the Rockefeller 
Foundation and State, was begun May 1, 1932. 
The staff, as previously noted, was reorganized 
January 1, 1932. In preparation for this study, 
members of the staff devoting their full time to 
the tuberculosis project received additional train- 
ing. 

Briefly the purpose of the study is as fol- 
lows: 

(1) To determine the incidence of all mani- 
festations of tuberculous infection under condi- 
tions that exist in a rural community and their 
potential significance in relation to clinically 
manifest tuberculosis. 

(2) To determine how the disease spreads in 
a rural community and the factors that modify 
its transmission. 

(3) On the basis of the information obtained 
to devise preventive measures adapted to local 
conditions. 

The general plan of procedure which will be 
used is: 

(1) The family or household is the unit of 
study and all families in which there now exists, 
or where at some time a member has suffered 
with tuberculosis, will be the nucleus for the 
study of the disease. 

(2) The search for new cases will be conduct- 
ed on a county-wide basis, using all available 
means. 

(3) A complete tuberculin survey will be un- 
dertaken to include (a) all school children, 
white and colored; (b) adults and _ preschool 
children by precincts or beats; (3) municipal 
groups; (d) industrial groups. This should in- 
dicate the difference in the incidence of infec- 
tion in town and rural areas. 

(4) In areas selected, on the result of tuber- 
culin tests, an epidemiological survey will be 
made of the families within the areas, with fol- 
low-up x-ray examination of selected positive 
reactors. 

(5) The clinic is mobile and equipped with 
portable x-ray. Seven convenient points within 
the County, where electric current is accessible, 
have been selected as clinic centers. Provision 
is always made in preparation of schedules to 
render prompt service in all cases referred by 
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physicians. Each physician is provided with 
cards and stamped envelopes to facilitate imme- 
diate reporting of cases. 


(6) A fully equipped laboratory is set up in 
the central clinic at Opelika. The value of fre- 
quent sputum examination is stressed to physi- 
cians and patients. A minimum series of 10 
negative sputums or 2 successive positives is our 
strict policy. All positive sputum cases are re- 
quired to submit bi-monthly specimens. Speci- 
men containers are stamped, six being given on 
the first visit, and are submitted by the patient 
on a prearranged schedule. 


(7) All families in which manifest tuberculosis 
exists are recorded individually, by family, and 
the findings for each family kept up to date on 
a family graph. 

(8) General educational measures are carried 
on by the clinic and county health staff in a 
joint effort. Each manifest case is under the 
care of the physician whom he chooses. 

(9) When a sufficiently large group of mani- 
fest tuberculosis, sputum positive cases are dis- 
covered (over the age of eighteen years), the 
preventive phase of the program will be initiated. 
This will consist of a division of these families 
into a study and control series. The only va- 
riant in procedure with the two groups will be 
the initiation of isolation of cases in the study 
group, using the portable screened cottage, sepa- 
rate screened porches and separate rooms where 
possible. All cases and contacts will be re-ex- 
amined and serially x-rayed at intervals. 

(10) The administrative problem of rural tu- 
berculosis control will be studied in this County 
where hospitalization is not available. 


DISCUSSION (Abstract) 


Dr. William A. Claxton, Jacksonville, Fla—Lee 
County is very fortunate to have facilities for initiating 
and developing such an intensive program as has been 
outlined by Dr. Graham. The plan outlined includes 
all the measures necessary to make it a success. 

Its real success will depend upon the cooperation that 
can be obtained from the physicians and the public. 
The physician must be shown that the work will be of 
definite aid to him and the patient, that his work as a 
practicing physician will not be interfered with and that 
the results will justify the extra labor that he must 
supply as well as the expenditure of public funds. 

Dr. Graham has collected valuable data and has pre- 
pared the ground for a practical tuberculosis control 
program. It has been my experience that parents will 
permit tuberculin tests to be done on their children 
even more readily than they respond to the idea of 
the Schick test. If we talk to the high school pupils 
and explain the details and significance of the test 
nearly all of them can be influenced to take it. I 
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think it will be found most satisfactory to take x-rays 
of all the positive reactors, since parents of positive 
reactors are inclined to worry until a diagnosis of ac- 
tivity or an inactive infection is estab!ished. It is very 
confusing for the local physician to have to answer the 
inquiries of perplexed parents. 

The services of a chest clinic are very important both 
for diagnosing moderately early cases and for separating 
non-tuberculous from tuberculous chest conditions. 
This is a most important aid to the practicing physi- 
cian. 

The discovery of the early case and putting it under 
medical control are most important for the whole com- 
munity. 


Dr. Graham (closing) —Lee County, Alabama, I be- 
lieve represents a good, average, rural county. If a 
study of these facts and tabulations should result in a 
critical analysis of tuberculosis records by health offi- 
cers in their own counties, this review would bé of 
value in formulating future activities. 


We have had the opportunity of studying the pro- 
gram before and after diagnostic clinic service was 
available. I believe that such a diagnostic clinic is the 
key of successful analysis and initiation of proper con- 
trol procedures, if the material or persons selected for 
examination are chosen after careful investigation and 
tuberculin testing by families. 

The close cooperation of the local medical profession 
is essential and I would suggest the possibility of offer- 
ing the physicians in a community the opportunity for 
a personal examination and x-ray by a competent cli- 
nician. 


X-RAY THERAPY OF PERTUSSIS* 


By Lupo von Meysensuc, A.B., M.D.,7 
New Orleans, La. 


There is perhaps no pronouncement that 
strikes greater terror in the heart of the mother 
than does the diagnosis of whooping cough in 
her child. The prospect of nursing her baby 
through weeks or months of violent paroxysms 
of the most severe cough known, with incessant 
vomiting, alarming cyanosis, loss of weight, loss 
of sleep for the entire household and the con- 
stant menace of dangerous complications such 
as bronchopneumonia, is one to take all the 
joy out of any mother’s life. And so it is that, 
as with the hay fever sufferer, we are ready and 
anxious to grasp at anything that holds out hope 
of relief for our afflicted little ones. 

The description of pertussis as a clinical entity 
dates back to 1578, when Baillon, a French cli- 
nician, wrote a treatise during an epidemic of 


*Read in Section on Pediatrics, Southern Medical Association, 
Twenty-Sixth Annual Meeting, Birmingham, Alabama, November 
15-18, 1932. 

tProfessor of Pediatrics, Postgraduate School, Louisiana State 
University Medical Center. 
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the disease in Paris. Through the march of 
some 350 years vain attempts have been made 
to control the distressing symptoms of this 
dreaded malady. We have run the gamut of 
drugs, inhalations, ether injections, ether and 
oil per rectum, vaccines, serums, ultraviolet rays 
and the like until, quite by accident, exposure 
to roentgen rays was found to exert beneficial 
effects. 


It would serve no useful purpose to dwell on 
the symptomatology and pathology of pertussis, 
as these are familiar to you all. I want to re- 
mind you of and to emphasize only one feature 
of the disease, and that is the constant tracheo- 
bronchial lymphadenopathy resulting from the 
invasion of the tracheal mucosa by the bacillus 
of Bordet and Gengou. If you will bear this 
fact in mind you will, I think, concur with me 
in the rationale of roentgen ray therapy. 
Neither is it the purpose of this paper to speak 
of other methods of treatment, nor does time 
permit it. 


We must go back as far as 1907 to find our first 
record of the treatment of pertussis by x-ray, emanat- 
ing from Russian sources. The second report was made 
in 1909. Both are lost in obscurity and attracted no 
attention. The real impetus came when Bowditch and 
Leonard! issued their preliminary report on 26 cases 
in 1923, followed a year later by a study of 300 cases.? 
In this latter series the patients ranged in ages from 
a few weeks to fifty years. Their original technic was 
adhered to, consisting of the following dosage: 5 min- 
utes’ duration, tube set at 4 ma., 1 mm. aluminum 
filter and a 6 to 7 inch back up spark at a distance of 
28 inches. The first treatment was given over the an- 
terior aspect of the chest, the second over the back 
of the chest, and so alternating for 4 exposures at in- 
tervals of 2 to 3 days. The total dosage was well 
within safety limits, the four exposures totaling less 
than half an erythema dose. The sequence of events 
after the treatments is interesting. About eight hours 
after the first treatment the patient felt relief, the 
symptoms were reduced in severity and duration. After 
twenty-four hours symptoms reverted to the former 
degree. The second treatment caused further relief. 
The most marked changes occurred after the third 
treatment. Severity of the paroxsyms was reduced, the 
whocp almost entirely disappeared and cyanosis and 
vomiting ceased. Those cases treated early in the dis- 
ease showed the best response, as did the younger pa- 
tients. 

In an intensive study of 20 uncomplicated cases, 
Bowditch, Leonard and Smith? report the effect of 
x-rays on the number of paroxysms of coughing. On 
the day of admission these 20 cases had a total of 288 
severe paroxysms. On the fifth day after treatment 
was started there were 157 paroxysms, by the tenth 
day 96, and at the end of two weeks 43 paroxysms. 
They found the blood picture to parallel roughly the 
clinical improvement. 

From Kingston and Faber* we have a study of 24 
cases ranging in ages from seven months to thirteen 
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years. Their technic differed from that of the Boston 
investigators in that their exposures were given at 
weekly intervals, 4% erythema total dose with changes 
in the details of the exposures. Four cases showed 
marked improvement after the first exposure, 10 were 
better after the second, vomiting and paroxysms ceas- 
ing. Two patients were no better after 3 treatments, 
which was the maximum number given to the series; 
the remaining 8 showed gradual improvement, but were 
not considered cured. These authors remark on the 
prompt cessation of vomiting as being the most con- 
stant effect noted. They also noted an absence of re- 
sidual cough in the treated cases. In the whole group 
of 24 cases there were from 445 to 489 paroxysms oc- 
curring daily before treatment; after the first treat- 
ment from 218 to 245; after the second, 65 to 74 and 
after the third, 9 to 10, certainly a striking reduction 
in the number. 


Struthers,5 of Montreal, treated the majority of his 
45 cases with one large single exposure, but he does 
not state the dose or duration. He emphasizes that 
the larger the dose the greater is the improvement, 
and the earlier in the paroxysmal stage the treatment 
is given the greater is the probability of relief. In his 
cases treated after the third paroxysmal week he noted 
slight or no improvement. It is the writer’s belief that 
his technic was at fault. 


No conclusions are drawn by Smith and Kirby® in 
their study of 20 cases, but they express a belief that 
the earlier the treatment is started the quicker the 
relief from the paroxysms and the shorter the course 
of the disease. 

De Puelles y Ruiz,’ in the Spanish Archives of Pedi- 
atrics, expresses gratification with results of x-ray ex- 
posure of the chest in pertussis and ascribes the benefi- 
cial effect to the reduction of the tracheobronchial 
glands. 


A similar effect is described by Boner§ in his brief 
report of 6 treated cases. 

Leonard,® in the American Journal of Roentgenology, 
analyzes a preliminary study of 50 cases and shows 
that 75 per cent of the patients aré relieved of symp- 
toms in the paroxysmal stages and that vomiting 
promptly ceases. He does not find the course of the 
‘disease shortened except in babies under two years of 
age. 

In an analysis of 850 treated cases of pertussis Smith 
and co-workers! conclude that the number and se- 
verity of the paroxysms is reduced and the course of 
the disease is shortened. They find that the greatest 
benefit from x-ray exposures occurs in the paroxysmal 
stage of the disease, and they note the best response in 
the younger patients. They give warning of possible 
harmful effects on the thyroid and thymus glands. 

_ In an excellent study of 102 cases made by Julius 
Hess,11 12 it was found that the best results were ob- 
tained in those patients who had high white counts, 
with 50 to 80 per cent lymphocytes. Hess justifies the 
use of roentgen rays by the finding of enlarged peri- 
bronchial lymph nodes: and hilar mottling and the 
knowledge that x-rays reduce the size of hyperplastic 
lymph nodes. He takes issue with Bowditch’s original 
method of giving exposures every other day on account 
‘of the danger of resulting thymic atrophy. His ex- 
posures were never less than five days apart, usually 
‘seven, from one to four treatments being given. The 
‘most striking effect noted was the relief from vomiting 
‘and a diminution in the number and severity of the 
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paroxysms. Marked improvement occurred within 
twenty-four hours. In a few instances there followed 
for twelve to eighteen hours increased irritability, wake- 
fulness and nervousness, which Hess interpreted as due 
to a possible overdosage for the individual. He ex- 
presses the belief that x-ray exposures should not be 
given until the patient is in the paroxysmal stage, lest 
development of immunity be arrested by aborting the 
disease. This seems a logical stand to take if we wish 
to protect our patients against future recurrences. In 
Hess’ series the summer and fall cases showed better 
response to treatment than the winter cases and this 
has been my own experience. 

Thus far all reports have been favorable to the use 
of x-rays, but there are dissenters, notably Faber and 
Struble,18 who controlled 22 test cases by 22 cases re- 
ceiving only antipyrine. They found that those pa- 
tients receiving x-ray exposures ran a longer course, 
namely: 62.5 days as against 54.5 days for the controls. 
They further found that fewer of the test patients 
ceased whooping in the early weeks and more of them 
were still whooping in the late weeks than among the 
controls. They conclude that x-ray therapy is without 
true beneficial effect in pertussis and criticise the Bos- 
ton investigators for failing to control their work. 
Willcox!4 confirms Bowditch’s findings of glandular 
hypertrophy at the lung roots in pertussis. 

In a review of 20 cases studied intensively in the 
wards of the Boston Floating Hospital and 200 out- 
patient cases Leonard!5 found that the youngest pa- 
tients and the earliest cases derived the greatest benefit. 
Three exposures were given at forty-eight-hour inter- 
vals with a total of two-thirds erythema dose. The re- 
duction in the number and severity of the paroxysms 
was striking. From skiagraphs of the chest taken be- 
fore and after treatment, he concludes that the bene- 
ficial results bear a relation to the effect which the 
x-rays have on the bronchial lymph nodes. 

Of 22 patients treated by Sheridan,16 only one failed 
to show any improvement, while 50 per cent showed 
abortion of the disease or marked improvement within 
a few days, notably in the amelioration of vomiting. 
The course of the disease was shortened and the mor- 
tality lowered. 

From Germany comes a study of the effect of roent- 
gen rays on the blood picture by Schrutz and Vychy- 
til.17 These authors believe that the hilar adenopathy 
occurring in the disease leads to the characteristic blood 
picture. Since the x-rays restore the tracheobronchial 
lymph nodes to normal, they not only relieve the cough 
and vomiting, but the blood picture returns quickly to 
normal. They believe that the best time to radiate 
is during the convulsive stage, at the third or fourth 
week, 

Among other foreign observers there are reports by 
von Hrabovsky,18§ Fraticelli,19 Michailovsky,2° Radu 
and Ackerman?! and Melo,22 who collectively treated 
99 cases in all stages of the disease. There is uni- 
formity of opinion that x-rays offer a very valuable 
therapeutic agent in controlling the severe symptoms 
of pertussis. 


To the foregoing cases I wish to add for brief 
analysis 21 of my own patients in private prac- 
tice. The treatments were all given by Drs. 
Samuel and Bowie, employing the following 
technic: 5 minutes’ duration, 140 kilovolts, 5 
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ma., 20 in. distance, 14 mm. copper and 1 mm. 
aluminum filter. Exposures were usually given 
at weekly or ten day intervals, though in one 
severe case three treatments were given at in- 
tervals of five days. Four patients in early 
paroxysmal stages were sufficiently relieved by 
one exposure to be considered cured. Eleven 
had 2 exposures and were markedly improved; 
4 had 3 and 1 had 4 exposures. Five of this 
series had had preliminary vaccine therapy, 4 
doses each of Lederle’s pertussis combined vac- 
cine being injected subcutaneously on alternate 
days. The vaccine had been given in the pre- 
paroxysmal stage in each instance as soon as 
the diagnosis was established. So severe did 
these cases become that it was evident that the 
vaccine was without the slightest beneficial ef- 
fect. It was one of these 5 that was promptly 
cured after one exposure, with no residual cough. 
As was noted by Hess,!!?? the summer and 
early fall cases responded better than the winter 
cases. Fifteen of the series which required only 
one or two treatments were all summer cases. 

One patient was an infant of six weeks, the daughter 
of one of our medical confreres who contracted the 
disease from older children in the family. So severe 
was the vomiting in this case that her life was endan- 
gered, although she had received four injections of vac- 
cine as soon as it was known that she had been ex- 
posed. She received only one exposure to the x-rays. 
Vomiting ceased the following day and did not recur. 
It was not deemed necessary to give further treat- 
ments. 

It is very difficult in private patients to de- 
termine the duration of an ambulatory disease 
such as pertussis, and therefore I can only offer 
the impression that there seemed to be a defi- 
nite shortening of the course. Instead of fol- 
lowing these patients through ten to twelve weeks 
of coughing, many of them returned in four or 
five weeks for other ailments, entirely symptom- 
free as regards pertussis. 

The mechanism of the action of roentgen rays 
in whooping cough is not clearly known and 
there is no uniformity of opinion of the authors 
on this subject. Some are of the opinion that 
the favorable effect is due to the analgesic and 
disinfecting properties of the rays. Leonard ex- 
plains the favorable results as due to a decrease 
in the size of the tracheobronchial lymph nodes. 
Picherle ascribes them to the effect of the rays 
on the mucosa of the respiratory tract, decreas- 
ing the swelling and alleviating the irritation 
of the nervous system. This view is also shared 
by Sanchis. According to some writers, we are 
dealing here essentially with an auto-protein in- 
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oculation therapy, resulting from the effect of 
roentgen rays. 


The assumption of an increased sensitiveness 
to proteins presumably responsible for asthmatic 
symptoms led to the roentgen treatment of cases 
of asthma without, however, favorable results. 
I am inclined to the belief that the good results 
in pertussis are due to the influence of the rays 
on the bronchial ganglia and to the effect on 
the peribronchitis and adenitis. The x-rays un- 
doubtedly lead to a decrease of the local infiltra- 
tion. It is also possible that they have a direct 
action on the vegetative nervous system, de- 
creasing the irritability of the parasympathetic 
and in consequence diminishing the frequency of 
paroxysms. 


In conclusion, I wish to state that in x-ray 
treatment of pertussis we have available the 
most effective agent for relieving the distressing 
symptoms of the disease, shortening its course 
and preventing the dangerous complications 
which are often encountered. 
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DISCUSSION (Abstract) 


Dr. W. L. Funkhouser, Atlanta, Ga.—Epidemics of 
whooping cough vary in intensity. Some are so mild 
that it is often impossible to make a diagnosis, while 
in others the virulence of the infection is so severe 
that it becomes distressing. Any therapeutic measure 
tried during the prevalence of a mild infection appears 
to give excellent results; consequently, many procedures 
in the treatment of whooping cough have been ad- 
vised which, when tried during a severe epidemic, appear 
to give litt’e or no relief. This is my feeling in regard 
to x-ray therapy of whooping cough. 


When Bowditch and his co-workers reported their 
large series, I was very anxious to give their procedure 
a trial. Shortly after, I had occasion to treat 15 
cases. Nine had 3 treatments, one every other day. 
Of these, one showed marked improvement; 3 some 
improvement; in 4 cases, no definite statement could 
be made as to results; and in one, there was no im- 
provement. Four cases had 4 treatments with no im- 
provement; 2 cases had one treatment. Of these, one 
was cured by one treatment and one did not return. 

In whooping cough I believe that if any procedure 
stops the cough by one treatment it is evidence 
of a mistaken diagnosis. Of the 13 patients who had 
whooping cough and were treated by x-ray therapy, 
3 were improved, 5 showed no improvement, and in 
5 cases no definite statement could be made as to 
results. Their ages varied from seven months to seven 
years. The roentgenologist and I differed as to re- 
sults. He felt that definite improvement was obtained, 
especially in the early cases; while I felt that little 
or no results were obtained, improvement in the late 
case being due probably to the action of the ray on 
the enlarged bronchial glands. 


Not being especially impressed with results and fear- 
ing the damage to either the thymus or thyroid, I 
discontinued x-ray therapy. Since Bowditch’s report 
very little has appeared in the literature. In the Sep- 
tember issue of the American Journal of Diseases of 
Children there was an abstract from an article by Fra- 
ticelli reporting 42 cases. He thought that he obtained 
good results especially in the early cases, stating that 
the first symptom to be relieved was vomiting. Vomit- 
ing, however, has not been an early symptom in my 
cases. 

Having had no experience with x-ray therapy for 
eight years, I wrote to one of the co-authors of the paper 
published by Bowditch in 1925, to ascertain their re- 
sults up to date. I received the following reply: 

“We use the x-ray very se'dom now in the treatment 
of whooping cough. It is not being done by the Float- 
ing Hespital as an institution, at all. The x-ray man 
will give the treatment on request, and sometimes with 
a particularly severe case I have it done to quiet the 
parents and in the hope that it may do some good.” 


While we need some satisfactory measure for treat- 
ing whooping cough, I do not believe that the x-ray 
therapy will solve our problem unless better results 
can be obtained by an improvement of technic. 


Dr. W. Ambrose McGee, Richmond, Va.—For fear 
of injuring the thyroid, parathyroid and thymus glands 
I have hesitated to employ that form of therapy in 
pertussis. Those who originally advocated that plan 
of treatment have almost ceased using it. 

To my mind there are several drawbacks to this 
treatment, namely: a most competent roentgenologist 
is required; it is not applicable to children in small 
communities; it exposes other children to the disease; 
it is not possible where complications such as pneu- 
monia are present, and parents as well as some physi- 
cians fear the x-ray. 

Over a period of six years and through epidemics 
of different severity I have had most encouraging re- 
sults with rectal ether in treating pertussis. Controls 
were used and the results from different common 
measures of treatment (such as vaccines, ephedrinehy- 
drochloride, cough sedatives and antispasmodics) * were 
compared with those of rectal ether. The advantages of 
ether and oil per rectum are that the mixture is easily 
available, can be administered well by parents, causes 
no damage to any part of the body, is not apt to 
frighten children as hypodermic injection or vaccine 
or x-ray therapy does, and clinical improvements par- 
allel favorable changes in the blood picture (reduction 
of total white cells and lowering of the shift to the 
left in the differential count). 

The results with rectal ether will vary in different 
hands, due to lack of proper cooperation between phy- 
sician and child or the parents and child; difference 
in the strength of the solution used and the frequency 
with which it is administered; difference in method of 
administering the rectal ether and failure of attention 
to details which favor retention of the drug. Attempts 
to diagnose pertussis prior to the whoop by considera- 
tion of the suspicious cough and by use of the white 
and differential blood counts and isolation of the Bor- 
det-Gengou bacillus also aid in obtaining more favorable 
results. 

Regardless of the form of therapy used for pertussis 
I feel we should employ the method that consistently 
gives the greatest percentage of success in the minimum 
time and with the least effort and cost. 


Dr. Von Meysenbug (closing).—It does not surprise 
me that the general tenor of the discussions is unfa- 
vorable to the subject that I have presented. I might 
add that, like Dr. Funkhouser, I, too, wrote to one of 
my Boston friends to get an expression of the present 
status of x-ray exposure for whooping cough. The 
reply was similar to the one he received, namely, that 
it is no longer in use at the Floating Hospital or in 
general practice. 

However, the fact that others do not use a remedy 
that I have had happy results with, and one that is 
absolutely safe, will not prejudice me against it. The 
dose is the thing. After much trial and experience 
Dr. Samuel has worked out a dosage and method that 
is not only safe but that gives results. 
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CONGENITAL SYPHILIS 


The question of marriage of syphilitics is a 
constantly recurring one. While modern treat- 
ment has greatly reduced the infectivity of syph- 
ilitic individuals, actual cure of the disease even 
by the best of treatment is questioned; and the 
possibility of syphilitic offspring presents a 
grave obstacle to matrimony. 


The frequency of syphilis among negroes in 
the South and the increasing activity of public 
health officials and the medical profession 
against venereal disease has permitted the col- 
lection of many very instructive statistics from 
Southern hospitals and clinics. Reinberger and 
Toombs,! of Memphis, in this issue of the Jour- 
NAL, report on 1,000 cases of syphilis of preg- 
nancy. Hines Roberts,? of Atlanta, has recently 
analyzed a series of 903 infants who were either 
syphilitic or born of known syphilitic mothers. 
Both papers deal with syphilitic women and their 
offspring. Points of agreement and some slight 
differences in the results are of interest. 

According to the Memphis authors, infection 
of the fetus occurs in direct ratio to the dura- 


1. Reinberger, James R.; and Toombs, P. W.: The End-Results 
of Ten Years’ Study of Treatment of Pregnancy Syphilis in Tri- 
mesters. Sou. Med. Jour., this issue, p. 532. 

2. Roberts, Hines: Congenital Syphilis. Amer. Jour. Dis. 


Child., 45:461, March, 1933. 
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tion of pregnancy before antisyphilitic treatment 
begins. Treatment should be administered dur- 
ing pregnancy to all women who have ever had 
syphilis, even though they appear clinically and 
serologically negative. Treatment is beneficial 
even if it begins in the later months; but even 
the most thorough course of antisyphilitic ther- 
apy fails to eliminate congenital syphilis in 100 
per cent of the offspring. Without treatment 
there was no hope, since infection of the fetus oc- 


- curred in 100 per cent of the infants of untreated 


syphilitic mothers. A moot point upon which 
both these papers agree is that of the so-called 
false positive Wassermann reaction in pregnancy. 
Pregnancy, according to both Roberts and Rein- 
berger and Toombs, does not alter the Wasser- 
mann reaction. 


In Roberts’ series it was attempted to deter- 
mine the probable fate of the infants of syph- 
ilitic mothers; to outline the means of diagnosis 
of congenital syphilis, the age of appearance and 
frequency of certain physical signs, and the 
value of prenatal therapy. In his group 607 
babies born of syphilitic mothers, or nearly 
three-fourths of the babies of all the treated and 
untreated mothers, were non-syphilitic. 


Of 317 infants born of untreated syphilitic 
mothers, about one-third, or approximately 30 
per cent, it was estimated, escaped infection. 
This figure is considerably higher than is usu- 
ally reported, and in disagreement with that of 
the Memphis clinic. Much more was accom- 
plished by natural resistance than is usually ex- 
pected in this disease. 

The diagnostic signs of syphilis in early in- 
fancy are differently reported by different au- 
thorities. According to Roberts, a Wassermann 
of the umbilical cord blood has little or no sig- 
nificance. About 37 per cent of syphilitic infants 
studied gave negative cord blood reactions, and 
positive cord Wassermanns were obtained in 
children who subsequently were shown to be 
free of infection. The value of the cord Was- 
sermann as an indication for treatment has been 
questioned in other clinics* also. An infant born 
of a syphilitic mother and reaching the fourth 
month of life without physical or serological evi- 
dence of the disease, according to Roberts’ sta- 
tistics, will escape infection. 

If the present depressing abundance of syph- 
ilitic material in Southern hospitals continues, 
Southern physicians should soon become the 


3. Editorial, Diagnosis of os Syphilis in the Newborn. 
Sou. Med. Jour., 2$:553, 19 
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greatest syphilologists of the world. In no other 
country or section of the country, possibly, are 
patients so available and facilities for their study 
so well provided. 


NITROGEN AND CANCER OF THE 
STOMACH 


Since the early days of Beaumont and his pa- 
tient, Alexis St. Martin, with gastric fistula, the 


presence of the mineral acid, hydrochloric, in . 


the healthy human stomach has occupied a great 
deal of medical attention. The finding of 
an achlorhydria is always of clinical inter- 
est. When disease of the stomach is sus- 
pected and laboratory studies are to be made, 
the gastric juice is examined for its content 
of free hydrochloric acid, for the presence 
of blood, lactic acid, certain ferments and 
enzymes, and bacteria, such as the Oppler- 
Boas bacillus. Estimation of the nitrogen com- 
ponents of the juice is not included in routine 
examinations even of diseased stomachs. Their 
presence in normal juice has recently been 
shown and bids fair to prove of considerable 
importance. 


In the early part of the present century, bio- 
chemists developed the various micromethods for 
measuring several nitrogen compounds of the 
blood. The quantities of protein nitrogen, non- 
protein nitrogen, urea nitrogen, uric acid, amino 
acid nitrogen, ammonia, and creatinine, per 100 
c. c. of blood, were shown to vary within 
rather narrow limits in health. Certain quan- 
titative changes are characteristic of disease. 
Kidney impairment, for example, is accom- 
panied by the retention of nonprotein nitro- 
gen and urea in the blood, in the early 
stages, and in the late stages by retention of 
creatinine. Similar diagnostic and prognostic 
changes may be observed in prostatic obstruction 
and in other diseases. Polland, Roberts and 
Bloomfield,! of Stanford University Medical 
School, in 1928, examined the gastric juice at in- 
tervals after histamine injection and found that 
it normally contained 40 to 100 milligrams per 
cent of nitrogen. In achylia the total nitrogen 
was increased. 

Lay Martin,’ of Johns Hopkins, in 1931 made 
rather extensive studies of the nitrogen fractions 
of human gastric secretion. Using suitable mod- 
ifications of the usual methods of blood chemical 


1. Martin, Lay: Total Nitrogen and Nonprotein Nitrogen 
Partition of the Gastric Juice Obtained After Histamine Stimula- 
tion. Bull. Johns Hop. Hosp., 49:286, 1931. 
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analysis, he established normal values for the 
total nitrogen of gastric juice and for the vari- 
ous nitrogenous substances mentioned above. 
Normal individuals and hospital patients with 
various diseases were examined. Characteristic 
elevations of these compounds were observed in 
simple achylia, and greater elevations in cases 
of achylia with carcinoma. 


In nephritis, elevations of the nitrogen com- 
pounds of the stomach secretion were observed. 
As kidney function is impaired, the nonprotein 
nitrogen and urea nitrogen of the gastric juice 
tend to rise, the stomach apparently entering 
into a compensatory reaction to dispose of ex- 
cretory products which cannot escape via the 
kidney. The increase in intestinal excretion of 
nonprotein nitrogen in nephritis confirms the 
belief that the nitrogen secreted into the stom- 
ach juice is not resorbed.? 

In pernicious anemia, the amino acid nitrogen 
and the urea nitrogen were considerably above 
normal. Since the modern theory of pernicious 
anemia is that it is a disease of the stomach 
mucosa, in which the gastric secretion is defi- 
cient in a protein splitting enzyme, the discovery 
of the increased urea content of the juice is of 
interest. The large quantities of urea suggested 
to Martin? the possibility of a diminution in the 
activity of the urease, or urea splitting enzyme, 
which is normally to be found in the gastric 
juice. 

The nitrogen components of the gastric juice 
in gastric and duodenal ulcer showed no note- 
worthy changes from the normal. In benign 
achlorhydrias, the protein and nonprotein nitro- 
gen were about twice normal. In cases of ulcer 
which simulated malignancy but which at opera- 
tion proved to be benign, the nitrogen analysis 
of the stomach contents showed normal values. 
In proven cases of carcinoma of the stomach 
with achlorhydria, the protein and nonprotein 
nitrogen were increased to from four to six 
times the normal, although the nonprotein nitro- 
gen of the blood was not elevated. Other nitro- 
gen components of the gastric juice, the amino 
acid nitrogen, urea and ammonia nitrogen, were 
also elevated. In carcinoma with free acid, diag- 
nostic differences were not shown. 

The possibility that the stomach may act as 
an additional channel of excretion when the 
kidney is inadequate indicates a close and hith- 
erto unsuspected connection between diseases of 


2. Martin, Lay: Protein Nitrogen and Nonprotein Nitrogen 
Determinations on Gastric Juice. J.A.M.A., 100:1475, May 13, 
1933. 


a © Fo 


Vo 
th 
tir 
ju 
lig 
if 
ne 
is 
te 
S 
a 
i 
f 


ae 


Vol. XXVI No. 6 


the kidney and of this other vital organ. Mar- 
tin’s studies upon the nitrogen of the gastric 
juice in health and disease throw considerable 
light upon the subject of gastric carcinoma, and 
if confirmed will hold out a hope of early diag- 
nosis which could not be offered by gastro-enter- 
ologists of a very few years back. 


GLEANINGS FROM RECENT JOURNALS 


Scurvy and the Suprarenals.—The guinea pig 
is peculiarly liable to scurvy and shows symp- 
toms in a very few days of a scorbutic diet. 
Some work has tended to show that vitamin C 
and hexuronic acid, a reducing substance which 
is crystallized from lemon juice, are identical. 
Siehrs and Miller,! of Northwestern University 
Medical School, report that the suprarenals of 
guinea pigs, which normally contain hexuronic 
acid, rapidly lose their store of this substance 
on a scorbutic diet. When vitamin C is 
restored to the ration, again the suprarenals in 
a few days show the reaction for hexuronic acid. 


Infant Nutrition—Lactic acid milk for infant 
feeding has usurped the place which a few years 
ago was assigned to dried milk and other cow’s 
milk modifications. Whether it has actually 
solved the problem of infant nutrition is seri- 
ously questioned by Gerstley,? of Chicago, in 
comparative studies of infant digestion of breast 
milk, cow’s milk, and lactic acid milk, with and 
without the addition of lactose. He interprets 
his results to mean that the addition of lactic 
acid to cow’s milk lightens the burden on the 
stomach, but probably does not relieve the in- 
testines or the body cells from the burden of a 
whole cow’s milk diet. Lactic acid milk, he 
says, is a food that usually leads to overfeeding, 
and is a possible cause of metabolic injury. 


A Well Known Modern Author on the Doc- 
tor—The medical profession has received some 
criticism from lay writers since the days of Rob- 
ert Louis Stevenson’s oft-quoted eulogy. Medi- 
cal practice and medical education have changed, 
as the public has changed, and whole-hearted 
compliments in print are rarer. The opinion of 
Ludwig Lewisohn,* in an essay on “The Fallacy 


1. Siehrs, A. E.; and Miller, C. O.: Disappearance of Vitamin 
C from the Adrenals of Guinea Pigs Having Scurvy. Proc. Soc. 
Exper. Biol. & Med., 30:696, March, 1933. 

2. Gerstley, Jesse R.: Infant Nutrition. Amer. Jour. Dis. 
Child., 45:538, March, 1933. 

3. Lewisohn, Ludwig: The Fallacy of Progress. Harper's Mag- 
azine, p. 103, June, 1933. 
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of Progress” is worthy of repetition. In this 
age, according to Lewisohn, people have 


“substituted for their ancestral culture, which was dif- 
ficult and made definite demands on them, an appre- 
ciation of technical progress which makes no demands 
at all upon the deeper sources of one’s being. ... . 


The ways of the machine age ... . give the flabbiest 
fool a chance which, did he but know it, is his final 
undoing. .... In this age .. .. there has been prog- 


ress in every kind of human effort in which the means 
could not from the nature of things be mistaken for 
The progress made by modern medicine 
Sispvenerithe is true progress toward the amelioration of 
man’s lot. Nor have the physicians, the vast majority 
exemplars of the peculiar bourgeois virtue of disinter- 
estedness, often taken part in the great game of sub- 
stituting Utopia for reality. They are almost the only 
respectable class of men—I mean worthy of respect— 
left in our society.” 


This is high praise for a crowded profession, 
which it is hoped will continue to deserve it. 


TWENTY-FIVE YEARS AGO 


Leprosy.—We have read with interest a re- 
port of an institution in Louisiana in which a 
form of hygienic treatment [for leprosy] is said 
to be adopted, which may lead to what is claimed 
to be the cure and which benefits many. The 
institution is said to have been in existence for 
thirteen years and is conducted by six sisters 
of charity, none of whom have become infected 
with the disease. Much freedom is given the in- 
mates and no particular effort made to prevent 
their escape.—(Editorial, Treatment of Leprosy, 
Boston Medical and Surgical Journal, 159:22, 
1908.) 


Cesarean Section—At the thirty-third meet- 
ing of the American Gynecological Society in 
Philadelphia, Dr. Barton Cooke Hirst made a 
plea for conservatism in resorting to cesarean 
SeCHOR. «.. > The indication of labor two to 
four weeks before term obviates the necessity. 

Dr. A. Lapthorn Smith, of Montreal, said that 
the operation of cesarean section has been so 
perfected that when performed by an experi- 
enced abdominal surgeon it has now hardly any 
higher death rate for mother and child than nor- 
mal labor. This cannot be said of prolonged 
application of forceps, nor of even the best of 
the suprapubic methods. 

President Baldy discussed the general admin- 
istration of anesthetics as performed today, and 
expressed the hope that a salaried anesthetizer 
would be placed in each and every hospital in 
the land..... Women have been tried and 
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are proving most satisfactory as anesthetists.— 
(Boston Medical and Surgical Journal, 159:17, 
1908.) 


Missouri.—It is reported that there are about 
60 cases of smallpox in Jefferson City. 


Tennessee.—The smallpox situation in Madi- 
son County and Jackson is becoming serious, as 
28 cases have been reported in the district. 


Virginia—Smallpox is reported to have been 
epidemic at Norton for several weeks. 


Mexico.—Smallpox continues prevalent in the 
vicinity of Molino de Enmedia. The epidemic 
of smallpox at Santa Ana continues.—( Medical 
News, J.A.M.A., 50:47, 289, 291, 292, 1908.) 


Typhoid in Massachusetts—On March 31, 
1908, after several months of practical freedom 
from typhoid fever, a case of that disease oc- 
curred in Jamaica Plain. There were re- 
ported during a period of about six weeks 
no fewer than 410 cases. The majority of 
cases proved to be in families supplied by 
two milk men. One of these had been ailing 
for a period of about two weeks before he took 
to his bed with typhoid fever, but not to such 
an extent as to prevent him from handling the 
milk. Milk cans interchanged without steriliza- 
tion between this man and another milk man 
were thought to have infected the second sup- 
ply.—(Charles Harrington, Professor of Hy- 
giene, Harvard Medical School, Secretary of the 
State Board of Health of Massachusetts, “An 
Unusually Extensive Milk-borne Outbreak of 
Typhoid Fever,’ Boston Medical and Surgical 
Journal, 159:5, 1908.) 


Book Reviews 


Diseases of the Heart. Described for Practitioners and 
Students. By Sir Thomas Lewis, C.B.E., F.R.S., M.D., 
DSc., LL.D., F.R.C.P., Hon. DSc. (Michigan), Phy- 
sician-in-Charge of the Department of Clinical Re- 
search, University College Hospital, London. 297 
pages. New York: The Macmillan Company, 1933. 
Cloth, $3.50. 

This book will naturally be of interest to a wide 
group of readers because of the author’s merited repu- 
tation as one of the foremost authorities on certain 
phases of cardiac disease. In his preface the author 
states that the book is intended primarily for students 
and physicians doing general practice, and that it repre- 
sents his own impressions rather than a critical review 
of the subject of cardiac disease. 

The author deals first with the two important syn- 
dromes, congestive heart failure and angina pectoris. 
A discussion of some of the chief symptoms follows 
and the final chapters are devoted to the various etio- 
logical types of heart disease. The book is well written 
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and the author has the happy facility of saying a great 
deal in a few words. The sections dealing with ar- 
rythmias are, as would be expected from the author’s 
special interest in the subject, excellent. The chapter 
on syncope is also unusually good. The author’s point 
of view is rather similar to that of Sir James Macken- 
zie, and most of the clinical material is similar to that 
in the last edition of Mackenzie’s book on the same 
subject. 


Although this volume is a good clinical treatise on 
heart disease, it suffers from several fundamental flaws. 
In the first place, the subject of left ventricular failure 
and pulmonary congestion is scarcely mentioned, the 
author stating that the early signs of congestive heart 
failure are to be found in the systemic veins. This is 
a serious error, for it tends to add further confusion to 
a subject which is already confused in the minds of 
many cardiologists. The author neglects the recent 
work which tends to establish the validity of the “back 
pressure” theory of heart failure. His conception of 
the mechanism of cardiac dyspnea is a mistaken one. 
His discussion of edema is less complete than the im- 
portance of the subject merits, and no mention is made 
of the fundamental investigations of the Starling school, 
although these studies brought out the physiolog- 
ical principles on which any sound conception of 
cardiac failure must be based. He still believes that 
digitalis has very little value except in cases of auricular 
fibrillation, an idea which was once widely accepted 
but which has been shown time and again, in recent 
years, to be erroneous. 


In summary, it may be said that as regards its purely 
clinical features, this is a satisfactory book and should 
be of great value to students, general practitioners and 
internists who are not thoroughly familiar with the 
writings of Sir James Mackenzie. In so far as the 
fundamental conceptions of cardiac physiology and 
cardiac failure are concerned, the book cannot be recom- 
mended. 


The Principles of Treatment of Muscles and Joints by 
Graduated Muscular Contractions. By Morton Smart, 
C.V.0., DS.O., M.D., Ch.B., Edinb., Late Medical 
Officer in Charge of the Electrotherapeutic Depart- 
ment, Hospital for Sick Children, Great Ormond 
Street, London; Fellow of the Royal Society of 
Medicine Commander, R.N.V.R. 217 pages. New 
York: Oxford University Press, 1933. Cloth, $3.75. 
The author with characteristic English thoroughness 

uses up the greater part of the fourteen chapters of his 

monograph in a review of the anatomy, histology, 
physiology and pathology of muscles and joints in gen- 
eral. After a lengthy discussion of these subjects he 
devotes one chapter to the technic of manipulation of 
joints and three chapters to the technic he employs 
in the actual treatment by graduated muscular con- 
tractions of various pathological conditions of muscles 
and joints. The last chapter describes the electrical 
machine which he uses to produce graduated muscular 
contractions. He makes it definitely understood that 
electricity per se is of no virtue as a curative agent, 
but is merely used as the best stimulus to produce the 
exact degree of muscular contraction desired. By con- 
tractions and relaxations with accompanying chemical 
and circulatory changes, the desired results are obtained. 

The author propounds very clearly a method of treat- 

ment little understood in this country. 
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Principles and Practice of Obstetrics. By Joseph B. 
DeLee, A.M., M.D., Professor of Obstetrics and Gyne- 
cology at the University of Chicago; Chief of Ob- 
stetrics, Chicago Lying-In Hospital and Dispensary ; 
Consulting Obstetrician to Provident Hospital, to the 
Chicago Maternity Center, etc. Sixth Edition, Thor- 
oughly Revised. 1,165 pages with 1,221 illustrations 
on 923 figures, 265 of them in colors. Philadelphia 
and London: W. B. Saunders Company, 1933. Cloth, 
$12.00 net. 

For completeness of text and attention to illustration 
this edition offers a splendid and readily accessible post- 
graduate study. Simplicity of expression, pleasing se- 
quence of thought and detailed discussion mark the 
presentation of subject material as the work of a great 
teacher and thoughtful clinician. Fundamental and 
traditional obstetric truths and practices have been 
given the usual lucid and careful consideration that has 
marked former editions by the author and that renders 
the book a storehouse of information for every physi- 
cian practicing obstetrics. In addition, the written text 
is ably augmented by splendid illustrations that create 
mental pictures of value and usefulness. There has 
been little revision of the edition published in 1930 
and material dealing with progress in obstetrics has 
been inserted with the same careful selection as char- 
acterized the review of the basic teachings of this 
science. 

Among the new subjects may be mentioned local an- 
esthesia in obstetrics, the Aschheim-Zondek test, the 
endocrine changes of pregnancy and alterations to the 
chapters on syphilis, diabetes, heart disease and tuber- 
culosis as they relate to pregnancy. If there is any 
disappointment in the edition it is referable only to 
the index. This phase of the book is so elaborate as 
to be confusing. 


Neurology and Psychiatry of the Practical Medicine Se- 
ries, 1932. Neurology edited by Peter Bassoe, M.D., 
Clinical Professor of Neurology, Rush Medical Col- 
lege of the University of Chicago. Psychiatry edited 
by Franklin G. Ebaugh, A.B., M.D., Director, Univer- 
sity of Colorado Psychopathic Hospital; Professor 
of Psychiatry, University of Colorado School of Med- 
icine. 488 pages, illustrated. Chicago: The Year 
Book Publishers, Inc., 1933. 

As always the Year Book is filled with the latest 
work in neurology and psychiatry. Twenty pages are 
given to recent work upon traumatic affections of 
the central nervous system. The increasing importance 
of this subject in present day medicine is appreciated 
by all. 

Dr. Cushing’s description of the clinical picture of 
basophilic adenoma of the hypophysis is summarized, 
also his work on the relationship between brain lesions 
and gastric ulcer. This is merely to name a few of 
the many outstanding advances which are described. 


Outline of Preventive Medicine. Prepared Under the 
Auspices of the Committee on Public Health Rela- 
tions, New York Academy of Medicine. 24 con- 
tributors. Second Edition, Revised and Enlarged. 462 
pages. New York: Paul B. Hoeber, Inc., 1932. Cloth, 
$5.00. 

This book seems designed to enable the practitioner 
to take up some of the lag between the teaching and 
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the application of preventive medicine. The editors 
state “and the intelligent layman,” but it will take 
unusual lay intelligence to comprehend this text. The 
twenty-four contributors have rewritten the entire vol- 
ume, added three chapters and have summarized “all 
that is known about the prevention of illness or its 
sequelae in every branch of clinical medicine.” This 
method of writing allows some overlapping and at times 
ambiguousness when the statements of two different 
writers are scrutinized, unless the editorial board is 
very alert. However, the completeness with which the 
subject is covered and the methods which are outlined, 
will enable the practitioner to make accurate and cred- 
itable examinations. 


Report on Sixth International Congress of Military 
Medicine and Pharmacy and Meetings of the Perma- 
nent Committee. The Hague, Netherlands, June, 1931. 
Report of Commander William Seaman Bainbridge, 
M.C.F., US.N.R., for the Delegation from the 
United States of America. 166 pages. Washington, 
D.C.: United States Government Printing Office, 
1933. Cloth, $1.00. 

Five subjects were reported on by the military con- 
gress. They are: “Recruiting, Training and Advanced 
Training of Military Medical Officers and Pharmacists,” 
“Psychoneuroses of War,” “Methods of Hemostasis on 
the Battlefield,” “The Preparation and Storage of Med- 
ical Ampoules in Use in the Naval and Military Medi- 
cal Services” and “The Sequelae of War Wounds of the 
Teeth and Inferior Maxilla.” Each topic is assigned to 
certain countries, but all the participants are expected 
to deliver communications on phases of the subject. 

The Congress decided that, although war does play 
some part in the genesis of mental disturbances, the 
factors of heredity and degenerative conditions must be 
reckoned with. Prophylaxis consists of excluding these 
men from war service. No new psychoses were found 
during the War. These reports are valuable in their 
application to civil life as well as arousing progress in 
a specialized field. 


Diseases of Tradesmen. By Bernardino Ramazzini 
(1633-1714), with which is bound Silk Handlers’ Dis- 
ease of the Skin, by Herman Goodman, BS., M.D., 
New York City. 95 pages. New York: Medical Lay 
Press, 1933. Cloth, $1.50. 

This little book, which can be read easily in a couple 
of hours, is divided into three parts. The first is a 
biographical sketch of Bernardino Ramazzini, who 
seems to have been a man of parts in the Italy of his 
day. He wrote the original “Diseases of Tradesmen.” 
The second part of the present work is made up of 
interesting excerpts from various chapters of Ramaz- 
zini’s book. 

The third part is Dr. Goodman’s short paper on silk 
handlers’ disease of the skin. In this he gives a de- 
scription of the various processes through which the 
silk is taken from the original worm to the final thread. 
He gives clinical descriptions of the inflammation of 
the skin of the hands of the mill workers and the ac- 
count of the interesting researches through which he 
finally concludes that the cresol used in the anti-mildew 
solution is the cause of the trouble and not the silk 
itself. 
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What to Tell the Public About Health. A collection of 
short articles aimed to present in simple terms the 
facts about the prevention of disease and the promo- 
tion of health. 255 pages. New York: The American 
Public Health Association, 1933. $2.00. 


These collected articles are couched in very simple 
language and stress a single point. They are not copy- 
righted and can be used with freedom in the advance- 
ment of public health. The foreword gives some hints 
as to the proper methods of health instruction. In the 
appendix is a list of literature which is available for 
public distribution. The practitioner will find this a 
gold mine of material for talks in his community. 


Asthma, Hay Fever and Related Disorders. By Samuel 
M. Feinberg, M.D., F.A.C.P., Assistant Professor of 
Medicine and Attending Physician in Asthma and Hay 
Fever Clinic, Northwestern University Medical 
School. 124 pages, illustrated. Philadelphia: Lea & 
Febiger, 1933. Cloth, $1.50. 


This short work is written as a guide for patients. 
It is an attempt to teach people to think of allergy 
without going far enough to encourage self-treatment. 
It errs mostly on the side of brevity. The chapter on 
specific allergens contains no recipes or formulas. The 
book has material of broad educational value. 


Southern Medical News 


ALABAMA 


The Chambers County Medical Society has elected the following 
officers for 1933: Dr. W. D. Gaines, Lafayette, President; Dr. 
J. L. Weldon, Lanett, Vice-President; and Dr. W. H. Riser, 
Lafayette, Secretary-Treasurer. 

The Clarke County Medical Society has elected the following 
Officers for the coming year: Dr. J. G. Bedsole, Jackson, Presi- 
dent; Dr. A. L. White, Thomasville, Vice-President; Dr. R. D. 
Neal, Grove Hill, Secretary; and Dr. G. C. McCrary, Jackson, 
Treasurer. 

The Sumter County Medical Society has elected the following 
officers for the coming year: Dr. R. E. Hale, Bellamy, Presi- 
dent; Dr. W. E. Allen, Ward, Vice-President; and Dr. J. S. 
Hough, Livingston, Secretary-Treasurer. 

The Wilcox County Medical Society has elected the following 
officers for the coming year: Dr. Paul Jones, Camden, Presi- 
dent; Dr. P. E. Godbold, Pine Hill, Vice-President; and Dr. E. 
L. McIntosh, Camden, Secretary-Treasurer. 

Dr. P. M. Hodgson, Stockton, has succeeded Dr. H. J. Sims, 
deceased, as a member of the Board of Censors of the Baldwin 
County Medical Society. 

The John A. Andrew Clinical Society, for the advancement of 
negro physicians, held its twenty-second annual clinic and sixteenth 
annual meeting at the John A. Andrew Memorial Hospital, Tuskegee 
Institute, in April, with a large number of negro physicians from 
all over the United States in attendance. 


DEATHS 

Dr. Sibley Holmes, Foley, aged 60, died March 9 of mastoid 
infection following influenza. 

Dr. William Wiley Walls, New Hope, aged 48, died March 4 in 
a Birmingham hospital of agranulocytosis. 

Dr. Fred Tracey Nye, Irvington, aged 77, died February 7 of 
myocarditis. 

Dr. David Harris Walker, Tuscumbia, aged 68, died suddenly 
March 11 of heart disease 

Dr. Leon Clive Havens, Montgomery, aged 41, died March 19 
of heart disease. 
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Dr. Leon H. Mayo, Birmingham, aged 50, died March 12 of 
brain tumor. 


ARKANSAS 


The Arkansas Medical Society, at its annual meeting at Hot 
Springs National Park in May, elected the following officers for 
1933: Dr. F. O. Mahony, El Dorado, President-Elect; Dr, 
Dewell Gann, Sr., Benton, First Vice-President; Dr. J. H. Fowler, 
Harrison, Second Vice-President; Dr. John E. McGuire, Piggott, 
Third Vice-President; Dr. R. J. Calcote, Little Rock, reelected 
Treasurer; and Dr. William R. Bathurst, Little Rock, reelected 
Secretary. Dr. J. Kosminsky, Texarkana, is the incoming 
President. 

Dr. William G. Hodges, Malvern, Dr. Wells F. Smith, Little 
Rock, and Dr. Thomas Wilson, Wynne, are new members of the 
Arkansas Board of Health, recently appointed. 

Dr. William B. Grayson, McGehee, was recently elected State 
Health Officer and Secretary of the Board of Health, succeeding 
Dr. Charles W. Garrison. 

Dr. S. R. Crawford, Little Rock, Chief of the Medical and 
Surgical Unit of the Veterans’ Administration in Little Rock, is 
taking postgraduate work at the Administration’s diagnosis center 
at Palo Alto, California, having been designated for this course 
in recognition of his service. 

The Tri-County Medical Society, composed of Ouachita, Union 
and Columbia Counties, met at Magnolia April 11 for its spring 
meeting. 

The Monroe County Medical Society has elected the following 
officers for the coming year: Dr. F. ozier, Brinkley, Presi- 
dent; Dr. A. H. Gilbrech, Clarendon, Vice-President; and Dr. 
CA. Henry, Clarendon, Secretary-Treasurer. 

The Third District Medical Society has elected the following 
officers for the coming year: Dr. L. E. Biles, Augusta, Presi- 
dent; Dr. Thomas Wilson, Wynne, Vice-President; and Dr. J. O. 
Rush, Forest City, Secretary-Treasurer. 

The Eighth Councilor District of the Arkansas Medical Society, 
composed of Faulkner, Pulaski, Conway, Perry, Yell, Pope and 
Johnson Counties, has elected the following officers for the com- 
ing year: Dr. M. J. Kilbury, Little Rock, President; Dr. L. 
Gardner, Russellville, Vice-President; and Dr. Clyde Rogers, 
Little Rock, Secretary-Treasurer. 

Dr. A. J. Dunklin, formerly of Clarendon, has located at 
Arkadelphia. 

Dr. J. R. Kitley, Mayflower, has been reelected Mayor of 
Mayflower. 

Dr. F. C. Maguire, Augusta, is the newly appointed Coroner 
of Woodruff County. 

Dr. Martin C, Hawkins, Jr., has moved from Little Rock to 
Searcy, where he will be associated with Dr. A. G. Harrison. 

Dr. A. C. Kolb, Hope, was recently appointed a member of 
the new Board of Control for the State Hospital for Nervous 

Dr. H. White, Little Rock, has moved into new offices in 
the mes Building. 


DeEaTHS 


Dr. John Felix Wilson, Dalark, aged 61, died January 15 of 
hypertension. 

Dr. John Mills Young, Little Rock, aged 66, died March 1 
of cerebral hemorrhage and arteriosclerosis. 

Dr. James Henry Voris, Conway, aged 55, died February 7 ot 
heart disease. 


DISTRICT OF COLUMBIA 


The Beaumont Medical Society, a medical society for under- 
graduates at George Washington University School of Medicine, 
Washington, was recently organized in honor of Dr. William 
Beaumont, who, one hundred years ago, was given the honorary 
degree of doctor of medicine by George Washington University. 

Dr. Joel T. Boone, Washington, Captain, Medical Corps, U. S. 
Navy, has terminated his assignment as physician at the White 
House and has been assigned to the Naval Medical School at 
Washington. 

DEATHS 

Dr. George Harrison Nixon, Washington, aged 37, died March 
9 ed perforated peptic ulcer and bronchopneumonia. 

. G. Gilmer Brenizer, Washington, aged 68, died March 16. 


FLORIDA 


The Florida Medical Association held its annual meeting at 
Hollywood Beach May 2, 3 and 4 
The University of Florida, under the auspices of the Florida 
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State Medical Association, announces a graduate course in med- 
icine, to be conducted June 19-24, sessions to be held in the 
University of Florida Infirmary. 

The Florida Hospital Association held its sixth annual meeting 
recently at Ocala and elected Dr. Walter A. Weed, Lakeland, 
President for the coming year; Miss Dorothy B. Thurston, Su- 
perintendent of Halifax District Hospital, Daytona Beach, Presi- 
dent-Elect; and F. M. Walker, Superintendent of Duval County 
Hospital, Jacksonville, Executive Secretary. 

Dr. and Mrs. George A. Dame, Inverness, recently entertained 
at dinner members of the Pasco-Hernando-Citrus County Medical 
Society. 

Dr. Jack Halton, Sarasota, is the newly elected President of 
= Shrine Club. 

J. J. Guerra, Tampa, is taking postgraduate work at 
Brey’: Urological Institute, New York City. 

Dr. W. L. Ashton, Umatilla, has moved into new offices in 
the Lake County Medical Center. 

Dr. C. J. Hurlburt, Bartow, announces the leasing for a three- 
year period of the Bartow General Hospital. 

The Jackson County Medical Society has elected the following 
officers for 1933: Dr. J. B. Dowling, Alliance, President; Dr. 
C. H. Ryals, Grand Ridge, Vice-President; and Dr. Lewis Pierce, 
Marianna, Secretary-Treasurer. 

The Monroe County Medical Society has elected the following 
officers for 1933: Dr. Harry C. Ga'ey, President; Dr. George 
R. Plummer, Vice-President; and Dr. William R. Warren, Secre- 
tary-Treasurer; all of Key West. 

The Palm Beach County Medical ag has elected the fol- 
lowing officers for the coming year: Dr. S. W. Fleming, Presi- 
dent; Dr. Vesey M. Johnson, Vice- President ; Dr. James L. Car- 
lisle, Secretary; and Dr. Frederick K. Herpel, Treasurer; all of 
West Palm Beach. 

The St. Johns County Medical Society has elected the following 
officers for the coming year: Dr. A. C. Walkup, President; Dr. 
Gordon Fletcher, Vice-President; Dr. Reddin Britt, Secretary; 
and Dr. Charles C. Grace, Treasurer; all of St. Augustine. 
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The Taylor County Medical Society has elected the following 
officers for the coming year: Dr. Baker, Foley, President; 
Dr. Ralph J. Greene, Perry, Vice-President; and Dr. J. L, 
Weeks, Perry, Secretary-Treasurer. 


DEATHS 

Dr. Ben Hill Maynard, Lakeland, aged 66, died March 5 of 
cardiovascular renal disease. 

Dr. Robert R. Teller, Miami, aged 77, died January 19. 

Dr. George P. Norton, Tampa, aged 67, died February 8 of 
endocarditis. 

Dr. J. M. Irwin, St. Augustine, aged 61, died April 19 of a 
heart attack. 


GEORGIA 


The Medical Association of Georgia held its eighty-fourth annual 
session at Macon in May, with headquarters at the Hotel Demp- 
sey. 

Dr. Daniel C. Elkin, Professor of Surgery, Emory University 
School of Medicine, Atlanta, served recently as visiting Professor 
of Surgery, University of Virginia School of Medicine, University, 
Virginia. 

The Georgia Hospital Association met in March at the Hen- 
rietta Egleston Hospital for Children in Atlanta for their third 
quarterly meeting. 

The Georgia Urological Association held its annual meeting at 
Macon in May during the State meeting. 

Dr. James R. McCord, Atlanta, recently conducted a series of 
seven courses on obstetrics in Kentucky. 

Albany kad its second Pre-School Health Conference in April, 
with Dr. N. R. Thomas and Dr. F. K. Neill, both of Albany, 
speaking on subjects pertaining to the normal growth and devel- 
opment of young children. 

Dr. and Mrs. O. N. Harden, Cornelia, recently entertained 
members of the Habersham County Medical Society. 
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But the Radiograph says 


Radiograph showing infected left 
mazillary sinus 


Sinus infections frequently present vague 
and misleading indications. Often they manifest 
themselves by symptoms alien to the true situa- 
tion. Fever, headache, chronic cough, asthma, 
or even disordered kidney function may be 
among the outward signs. Only x-rays can defi- 
nitely point out the real cause of the complaint 
—infection in the sinuses. 


To eliminate the chance of incorrect diagnosis 
when the clinical history and examination afford 
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positive information ... assure an accurate dif- 
ferential diagnosis. 
Maximum Diagnostic Information 

The new Eastman Ultra-Speed X-ray Films 
give radiologists greatly improved facilities in 
their technics. They are uniform, sensitive, 
have greater contrast. They provide radiographs 
with the maximum diagnostic detail. 


If you would like to receive the 
publication, “Radiography and 
Clinical Photography,” regularly, 


mail this coupon. No. & St..__. 


EASTMAN KODAK COMPANY, Medical Division, 
347 State Street, Rochester, N.Y. 


Gentlemen: Please place my name on your free mailing list to receive ‘Radi- 
ography and Clinical Photography” regularly. 


; 
. 
i 
¥ 
| 
| 
_ | 


22 SOUTHERN MEDICAL JOURNAL 


Continued from page 20 


Dr. C. C. Fishburne, formerly of Brunswick, has located at 
Darien to practice medicine. 

The Cherokee County oe Society has elected the follow- 
os a for 1933: Dr. R. Moore, Waleska, President; 

J. Coker, Canton, Vice-President; and Dr. George C. 
Canton, Secretary-Treasurer. 

The Elbert County Medical Society has elected the following 
officers for the coming year: Dr. D. V. Bailey, President; 4 
W. A. Johnson, Vice-President; and Dr. A. S. Johnson, Secretary- 
Treasurer; all of Elberton. 

The Glynn County Medical Society has elected the following 
officers for 1933: _ Dr. G. W. Cheney, President; Dr. J. W. 
Si Vice-P ; and Dr. T. V. Willis, Secretary- Treas- 
urer; all of Brunswick. 

The Laurens County Medical Society has elected the following 
officers for 1933: Dr. William C. Thompson, President; Dr. 
J. J. Barton, Vice-President; and Dr. Charles L. Hicks, Secretary- 
Treasurer; all of Dublin. 

The Ocmulgee Medical Society (Dodge, 
Counties) has elected the following ‘es for 193 A. 
R. Bush, Hawkinsville, President; and Dr. I. J. Alig East. 
man, Secretary-Treasurer. 

The Ware County Medical Society has elected the following 
officers for 1933: Dr. C. A. Witmer, President; Dr. A. W. 

‘Loach, Vice-President; and Dr. K. McCullough, Secretary- 
Treasurer; all of Waycross. 

Dr. Walter B. Brock, Tallapoosa, and Miss Tempie Virginia 
Patterson were married recently. 

Dr. Henry M. Seymour Adams and Miss Annette Chandler, 
both of Atlanta, were married recently. 


DEaTHS 


Dr. James Thomas Gammage, Pineview, aged 63, died March 9 
of heart disease and pneumonia following an operation. 
Dr. Wilborn Arthur Upchurch, Atlanta, aged 49, died March 27. 
Dr. _ Colbert McAfee, Macon, aged 59, died March 27 of 
heart disease. 
Dr. Young Allen Little, Milledgeville, aged 54, died March 15 
of cerebral hemorrhage. 
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Dr. Otis B. Salley, Augusta, aged 77, died March 2 of myo- 
carditis and nephritis. 

Dr. William N. Edenfield, Vienna, aged 69, died April 17. 

Dr. Francis B. Ricketson, Warrenton, aged 73, died March 26 
of heart disease. 

Dr. John Martin Glover, Stapleton, aged 73, died March 11, 

Dr. William F. Gann, Columbus, aged 82, died March 24. 

Dr. Elijah S. Peacock, Harrison, aged 72, died April 15. 


KENTUCKY 


Dr. Fred W. Rankin, Lexington, was a guest speaker at the 
annual meetings of the West Virginia Medical Association at 
Charleston in May, and the Medical Association of Alabama at 
Montgomery in April. 

Dr. James R. McCord, Atlanta, Professor of Obstetrics and 
Gynecology at Emory University School of Medicine, has been 
conducting a series of seven courses of obstetrics in Kentucky, 
— lectured at the City Hospital at Louisville and at Padu- 


The Bourbon County Medical Society has elected the following 

ne for 1933: Dr. C. G. Daugherty, Paris, President; Dr. 

M. Boxley, Millersburg, Vice-President; and Dr. W. B 
Hopkins, Secretary-Treasurer. 

The Grant County Medical Society has elected the followi 
officers for 1933: Dr. J. W. Abernathy, Williamstown, reelect 
President ; Dr. A. D. Blaine, Dry Ridge, Vice-President; and Dr, 
C. M. Eckler, Williamstown, Secretary and Treasurer. 

The Greenup County Medical Society has elected the following 
officers for 1933: Dr. C. B. Johnson, Russell, President; Dr. 

. S. Morris, Fullerton, Vice-President; and Dr. Carl M. 
Gambill, Greenup, Secretary-Treasurer. 

The Perry County Medical Society has elected the following 
officers for 1933: Dr. Taylor Hurst, President; Dr. C. D. 
Snyder, First Vice-President; Dr. J. rod Coldiron, Second Vice- 
President; Dr. J. O. Salyers, Third = President; and Dr. R. 
L. Collins, Secretary-Treasurer; all of Hazard. 


DEaTHS 

Dr. Foster H. Bussey, Louisville, aged 53, died March 26. 

Dr. es Sate Yates, Edmonton, aged 72, died March 26 
of heart d 

Dr. Davis 1 a Thompson, Harrodsburg, aged 89, died 
February 22 of influenza. 

Dr. George F. Sauter, Newport, aged 66, died March 4 of 
arteriosclerosis. 
“a Stephen Johnson D. Meade, Fort Thomas, aged 75, died 

ar 


LOUISIANA 


The House of Delegates of the Louisiana State Medical Society 
met in April under the Presidency of Dr. Roy B. Harrison, New 
Orleans, this in lieu of the annual State meeting, which was 
called off for this year. The following officers were elected for 
the coming year: Dr. Chaille Jamison, New Orleans, President- 
Elect; Dr. J. H. Slaughter, Bogalusa, First Vice- President ; Dr. 
Marcy J. Lyons, New Orleans, Second Vice-President; Dr. 
Wright, Monroe, Third Vice-President; and Dr. P. T. Talbot, New 
Orleans, reelected Secretary-Treasurer. Dr. C. A. Weiss, Baton 
Rouge, is the incoming President. 

The Sixth District Medical Society has elected the following 
officers for the coming year: Dr. Glenn J. Smith, Jackson, 
President; Dr. F. H. Hanson, Donaldsonville, Ascension -_ 
Dr. Guy Darcantel, White Castle, Iberville Parish, Dr. H. 

A. Lee, Baton Rouge, East Baton Rouge Parish, Dr. Paul V4 
Landry, Port Allen, West Baton Rouge Parish, Dr. C. S. Miller, 
Jackson, East Feliciana Parish, Dr. C. C. Blakeney, St. Francis- 
ville, West Feliciana —_, Dr. M. O. Becnel, New Roads, 
Pointe Coupee Parish, Dr. E. Lafferty, Bogalusa, Washington 

Dr. John Griffith, Siidei, St. Tammany Parish, Dr. L. 
D McGehee, Hammond, Tangipahoa Parish, Dr. V. J. Gau- 
treaux, Albany, Livingston Parish, Dr. H. A. Tynes, Grange- 
ville, St. Helena Parish, Vice-Presidents; and Dr. Cecil Lorio, 
Baton Rouge, reelected Secretary-Treasurer. 

Dr. Hymen Leon Cohen, New Orleans, and Miss Pauline 
Weil Herzfeld were married in March. 


DEATHS 


Dr. Hugh E, Atkins, Shreveport, aged 64, died February 12 of 
heart disease. 

Dr. Ben Edward Barham, Oak Ridge, aged 48, died March 24 
in a Monroe hospital of pulmonary tuberculosis. 

Dr. Alexander Benjamin Sambola, New Orleans, aged 54, died 
February 23 of coronary sclerosis. 


Continued on page 24 
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ANEMIA..ARTHRITIS..PELLAGRA 


are RECOGNIZED to be RELATED 


(Drs. Goldberger, Wheeler, Tanner, Walker, Wilder, Wyatt) 
They are CHARACTERIZED by DISTURBED METABOLISM 
and require an abundance of 


VITAMINE-B in the DIET 


“Vitamine deficiency suggests itself by the re- 


ANEMIA semblance of pernicious anemia to sprue and 


pellagra” (Dr. H. M. Connor, Rochester, Minn., 


A.M.A., Sept. 3, 1927). He suggests the Yeast 
Extract in place of more bulky yeast. 


Drs. Koessler and Maurer, Chicago, Ill. (ibid) 
advise, “Three times daily from 1-2 teaspoonfuls 
of powdered Brewers’ Yeast (Harris) or 3 times 
daily, 2 tablets of Harris Yeast Tablets.” 


Dr. B.L. Wyatt, “CHRONIC ARTHRITIS and FIBRO- 
IARTHRITIS SITIS“—says disturbed purin metabolism is a 
primary cause of chronic arthritis—that patients 
with chronic infectious arthritis show disturbance 
in the rate of absorption from the gastro-intes- 
tinal tract. He states, “Vitamine-B may be most 
satisfactorily administered to such patients in the 
form of—Harris Yeast extract tablets.” 
*Wm. Wood & Co. 


In 1925, Drs. Goldberger and Tanner, U. S. Public 


PELLAGRA Health Service, published cures of 26 cases of 


pellogra with Brewers’ Yeast-Harris and advised 


this product for pellagra cases in doses of % to 
1 oz. daily, with due regard to other features ot 
the diet. 


FREE SAMPLES TO PHYSICIANS 


De. HARRIS LABORATORIES 


TUCKAHOE, NEW YORK 
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Continued from page 22 
MARYLAND 


The Medical and Chirurgical Faculty of Maryland held its 
thirty-fifth annual meeting in Baltimore in April. 

Dr. Emil Novak, Baltimore, Associate Professor of Gynecology 
at the University of Maryland School of Medicine, is on the 
program of the annual meeting of the British Medical Associa- 
tion, which will convene in Dublin in July. 

The sixth course of lectures under the William Sydney Thayer 
and Susan Read Thayer Lectureship in Clinical Medicine was 
delivered in April at the Johns Hopkins University School of 
Medicine by Dr. Theobald Smith, formerly Director, Depart- 
ment of Animal Pathology, Rockefeller Institute for Medical 
Research, Princeton, New Jersey. This Lectureship was made 
possible through the donation of funds to Johns Hopkins Uni- 
versity by friends of the late Dr. William Sydney Thayer for 
the purpose of endowing a Lectureship. 

Johns Hopkins Hospital, Baltimore, has received a $30,000 
trust fund through the will of the late Mrs. Katherine B. 
Judd, New York, the income from which is to be paid annually 
to the person who in the judgment of the trustees shall have 
made the greatest advancement toward the discovery of a cure 
for cancer. The will also provides for a bequest of $15,000 
from the principal on satisfactory proof that a cure for cancer 
has been discovered or perfected. 

DEATHS 

Dr. John W. Leitch, Huntington, aged 62, died March 4 of 
carcinoma of the stomach. 

Dr. Leonard James Turlington, Baltimore, aged 77, died 
March 3 in a Baltimore hospital of injuries received in an 
automobile accident. 

Dr. Robert Hooper Smith, Baltimore, aged 35, died March 5 
of lobar pneumonia. 


MISSISSIPPI 
Dr. James W. Lipscomb, Jr., formerly of Columbus, but re- 
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cently resident surgeon of the Jamaica Hospital, Richmond Hill, 
New York, will return to Columbus July 1 to locate for the 
practice of surgery and obstetrics, and will be associated with 
Dr. P. L. Fite in the Fite Hospital. 

Dr. and Mrs. D. E. Staton, Columbus, recently entertained 
physicians of the city in honor of Dr. Thomas Wolford, for- 
merly of Birmingham, who has located in Columbus as owner 
of the Columbus Hospital. 

Dr. Alvah P. Smith, Bay St. Louis, announces the opening 
of his main office in Gulfport for the practice of diseases of 
children. 

The East Mississippi Medical Society will hold a postgraduate 
medical institute June 6 to 9 at the Lamar Hotel, Meridian. 

The Delta Medical Society met in Greenville in April for its 
semi-annual session, with 125 physicians present. 

Dr. C. W. Patterson, formerly of Reid, has moved to Houlka, 
Route 3, Pontotoc County. 

The Coahoma County Medical Club has reorganized and elected 
the following officers for the coming year: Dr. Thack G. 
Hughes, Clarksdale, President; Dr. Carrie Z. Ballard, Dublin, 
Vice-President; and Dr. Vernon B. Harrison, Clarksdale, Secre- 
tary. 

The Claiborne County Medical Society at a recent meeting 
reelected its officers for the coming year. 

Dr. W. D. Anderson, Vicksburg, will succeed Dr. Weston in 
charge of internal medicine at the Vicksburg Hospital. 

Dr. Hugh Johnston has located offices in Vicksburg, and will 
limit his practice to the eye. 

Dr. W. Pierre Robert, formerly of Birmingham, Alabama, has 
located in Vicksburg, and will be in charge of the Department 
of Pediatrics at the Vicksburg Hospital. 

Scholarships for the study of medicine at Tulane University 
School of Medicine, New Orleans, through the Commonwealth 
Fund, have been granted to the following in Mississippi: Martin 
Luther Flynt, Meridian, Robert Peyton Vincent, Jackson, Charles 
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Kalak Water is made 
of carbonated distilled 
water and chemically 

ure salts of calcium 

icarbonate, sodium 
chloride, sodium 

hosphate and bicar- 
saan of magnesi- 
um, potassium and 
sodium. 


A Pure, Palatable, Carbonated 


PREPARED 
WATER 


HERE are many conditions, 

no doubt, where you will 
want your patient to increase 
his daily intake of water. 

In such cases, why not suggest 
the use of Kalak Water, the pal- 
atable, carbonated alkaline 
water prescribed by physicians 
for over twenty years. 
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treatment of 


MALARIA 


Hitherto: THREE WEEKS’ treatment with quinine has been com- 
monly required to eradicate all parasites from the blood of the malarial patient. 


Now: FIVE DAYS’ administration of Atabrine is sufficient to destroy the 
schizonts which produce the acute paroxysms and the gametocytes which trans- 
mit malaria through the mosquito. 


Atabrine has none of the by-effects of quinine which so often interrupt treatment 
and interfere with the patient’s occupation. Relapses are much less likely to occur. 


Moreover, Atabrine is economical as only five days’ medication is usually neces- 
sary in tertian and quartan malaria. 


DOSAGE: Adults, one tablet three times daily for 5 successive days. Children, one-half to one 
tablet, once to thrice daily according to age. 


Pamphlet containing detailed instructions will be sent to physicians on request. 


ATABRINE 


Trademark 
(Pronounced At'a-breen) 


Brand of Chinacrin 


Supplied in tablets of 0.1 Gm. (11% grains), with groove for division, in tubes of 15. 


WINTHROP CHEMICAL COMPANY, Inc. € 
170 Varick Street, New York, N. Y. 
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Dependable and Accurate in Emergencies 


Tetanus Antitoxin 
(supeR-CONCENTRATED MULFORD) 


ECAUSE of its small volume and low protein con- 

tent, Tetanus Antitoxin Super-Concentrated Mul- 

ford is easily injected, is rapidly absorbed and produces 
almost immediate protection. 

The small volume and low protein content also reduce 
the incidence of local and systemic reactions. 

When continuous protection is desired, repeated doses, 
as recommended by some authorities, are conveniently ad- 
ministered at intervals of seven days. 

Tetanus Antitoxin Super-Concentrated Mulford is prop- 
erly aged and processed to yield a clear solution of stable 
potency. It is supplied in practical syringe containers, ready 
for prompt use, in the following unit packages: 1,500 units, 
5,000 units, 10,000 units, 20,000 units. 

Further information may be obtained from our representatives 
or by writing our Medical Department. 


MULFORD BIOLOGICAL LABORATORIES 


Dohme 


PHILADELPHIA BALTIMORE 
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Continued from page 24 


Roderick Jenkins, Hattiesburg, Thomas Lambert, Charleston, and 
Howard Alexander Ne!son, Tunica. 

Cora B. Keyes, McComb, has been made Superintendent of 
the McComb City Hospital. 

DEATHS 

Dr. Hampden Sidney Lewis, Bay St. Louis, aged 65, died 
March 11 in a New Orleans hospital following an operation for 
appendicitis. 

Dr. J. A. Donaldson, Okolona, died recently. 


MISSOURI 


The Missouri State Medical Association held its seventy-sixth 
annual meeting at Kansas City, May 1 through 4, with head- 
quarters at the President Hotel. 

Dr. James Archer O'Reilly, St. Louis, was recently appointed 
Associate Professor of Orthopedics at the St. Louis University 
School of Medicine. 

Dr. Mazyck P. Ravenel, Columbia, was recently made an 


The Elia Oliver Home 


A private maternity home for the care and protec- 
tion of unfortunate girls during pregnancy and con- 
finement. 

Under auspices of Women’s Christian Association of 
this city 


Staff ‘physician in daily attendance or may have any 
other ethical physician. Modern hospital | equipment, 


graduate nurse. Rates very b dop or 
board arranged for babies. 

Strictest privacy is intained, correspond con- 
fidential. 


For information, address 


Ella Oliver Home, 903 Walker Avenue, Mem- 
phis, Tenn., Phone 3-0639 


The “MESCO” Laboratories manu- 
facture the largest line of Ointments 
in the world. Sixty different kinds. 
We are originators of the Professional 
Package. Specify “MESCO” when 


prescribing ointments. Send for lists. 


Manhattan Eye Salve Co. 


LOUISVILLE, KENTUCKY _ 


Classified Advertisements 


ASSISTANCE OFFERED TO MEDICAL WRITERS. Research. 
Abstracts. Translations (all languages). Papers prepared from 
author’s data. Ten years’ experience with leading physicians and 
appointments on medical journals of highest standing. I employ 
no assistants; all my work is done personally and is reliable. 
Florence Annan Carpenter, 413 St. James Place, Chicago, Ill. 


DRUG AND ALCOHOL PATIENTS are humanely and_suc- 
cessfully treated in Glenwood Park Sanitarium, Greensboro, N. C.; 
reprints of articles mailed upon request. Address W. C. Ash- 
worth, M.D., Owner, Greensboro, N. C. 


honorary member of the Royal Sanitary Institute of Great 
Britain. 

The St. Joseph Clinical Society held its annual spring clinic 
at St. Joseph in April, the Buchanan County Medical Society 
cooperating. 

The Carter-Shannon County Medical Society has elected the 
following officers for 1933: Dr. Frank Hyde, Eminence, Chair- 
man; and Dr. W. T. Eudy, Eminence, Secretary. 

The St. Francois-lron-Madison County Medical Society has 
elected the following officers for 1933: Dr. Harry Barron, Fred- 
ericktown, President; Dr. Ralf Hanks, Farmington, Vice-Presi- 
dent; and Dr. S. C. Slaughter, Fredericktown, Secretary-Treas- 
urer, 

The Vernon-Cedar County Medical Society has elected the 
following officers for 1933: Dr. E. . King, Nevada, Presi- 
dent-Elect; and Dr. L. L. Cooper, Nevada, Secretary. 


DEATHS 


Dr. Tilley Alexander Martin, St. Louis, aged 84, died Feb- 
ruary 4 of carcinoma of the rectum. 

Dr. Frederick C. Ameiss, St. Louis, aged 74, died March 19 
of pernicious anemia and carcinoma of the stomach. 
‘ “ Joseph Stanley Lichtenberg, Kansas City, aged 63, died 
April 2. 

Dr. John Logan McAlister, Wardell, aged 51, died February 
27 of pneumonia. 

Dr. Estill Victor Wedding, Kansas City, aged 58, died Feb- 
ruary 7 of heart disease. 

Dr. George E. Muns, Montgomery City, aged 76, died March 
17 of myocarditis. 

Dr. Thomas William Scanlon, Polo, aged 65, died March 15 
in an automobile accident. 

Dr. William Kerwin, St. Louis, aged 47, died March 6. 

Dr. George Alexander Graham, Kansas City, aged 73, died 
March 23. 


NORTH CAROLINA 


The Beaufort and Jasper Counties Medical Society has elected 
the following officers for the coming year: Dr. H. C. Foster, 
Beaufort, President; Dr. Pinckney Ryan, Ridgeland, Vice-Presi- 
dent; and Dr. H. F. Wilson, Beaufort, Secretary and Treasurer. 

Dr. Elias S. Faison, Charlotte, has opened offices in the 
Medical Arts Building, with practice limited to internal medi- 
cine. 

Dr. Lawrence Lincoln Beall, Durham, and Miss Virginia 
Graham McLean were married in April. 


DEATHS 
Dr. George Hooper Mallett, Hendersonville, aged 69, died 
March 22 of heart disease. 
Dr. Eric Alonzo Abernethy, Chapel Hill, aged 56, died 
March 21. 


OKLAHOMA 


The Oklahoma State Medical Society held its forty-first annual 
meeting at Oklahoma City May 15-17, with headquarters at the 
Skirvin Hotel. 

The Southern Oklahoma Medical Association held its quarterly 
meeting at Ada in March. 

Dr. C. O. Epley, Oklahoma City, has moved into new offices 
in the Osler Building. 

Dr. Herman Fagan, Oklahoma City, has removed his offices 
from the Medical Arts Building to 400 West Tenth Street. 

DEATHS 

Dr. Hugh P. Markham, Pauls Valley, aged 65, died March 7 
of chronic nephritis. 

Dr. Clifton Alembe Howell, Oklahoma City, aged 58, died 
March 17 of arteriosclerosis and heart disease. 

Dr. George W. Hinchee, Oklahoma City, aged 73, died March 
11 of hypostatic pneumonia. 

Dr. R. H. Harper, Afton, aged 64, died February 22. 


SOUTH CAROLINA 


The Virginia, North Carolina and South Carolina Hospital As- 
sociation held a joint session at Charleston, South Carolina, in 
April. 

The South Carolina Medical Association held its eighty-fifth 
annual meeting in Spartanburg in April. 


Continued on page 30 
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CURD TENSION 


- AND 


INFANT FEEDING — 


ITS + EFFECT - UPON - THE ASSIMILATION OF 


CARBOHYDRATES 


BREAST SIMILAC POWDERED COW'S 
MILK MILK MILK 


C—Cow’s milk S—Similae 

Schematic drawing of the relative size of 
the curds of cow’s milk and Similac vom- 
ited by six weeks old puppies after one- 
half hour's ingestion. 


SIMILAC—Made from fresh skim milk 
(casein modified) ; with added lactose, salts, 
milk fat and vegetable and cod liver oils. 


HE curds of milk contain only a small amount of 
carbohydrates, sufficient, however, to be a disturbing 
factor in infant feeding. 


“A large part of the digestion and absorption of the carbo- 
hydrates takes place in the upper part of the small intes- 
tines.” * 

“The disaccharides, maltose, sucrose and lactose, are con- 
verted into monosaccharides through the action of enzymes 
secreted by the small intestine and are absorbed in the 
form of monosaccharides. 


“When absorption is impaired, some sugar may reach the 
large intestine and here be attacked by the bacteria present. 
Sugar itself rarely appears in the stool, it being decomposed 
to form acids and gases.” * 

The large, tough curds of cow’s milk are more slowly dis- 
integrated and thus more slowly release the encased carbo- 
hydrates than the soft, flocculent curds of Simmac. 


The disintegration of the curd of cow’s milk may not be 
completed until after the curd, with the encased carbo- 
hydrate, has passed that portion of the small intestine where 
the enzymes for the conversion of disaccharides into mono- 
saccharides are present. There is not this possibility when 
Srmm.ac is fed because the fineness of the curd of SriLac 
does not permit of the encasement of carbohydrates to any 
extent. 


The finer the curd the greater the surface 
area. The greater the surface area the 
more exposed are the fats, carbohydrates, 
proteins and salts to the digestive enzymes. 
Result . . . a more complete utilization of 
the food elements. 


1 London & Polowzowa: Zeitschr. f. physiol. Chem. 1906, XLIX, 328. 
2 Marriott: Infant Nutrition, pg. 81. 


Samples and literature 
will be sent on receipt of 
your prescription blank. 


COLUMBUS, OHIO. 


29 


| 
= 
| 
| 
0 
| 
c 
| 
| 
| 
\ = 
| 
S 
OA 
SS = INPANTS = | 
S: 
SS = | 
MER | 
DIETETIC LABORATORIES, INC., ‘SS . | 
| 


30 SOUTHERN MEDICAL JOURNAL June 1933 


Continued from page 28 


Dr. John L. Bruce and Miss Helen F. Chandler were married 
at Florence recently. 

Dr. R. Keith Charles, formerly of Timmonsville, has moved 
to San Francisco and is doing surgery at the Lattiman Hospital. 


DEATHS 
Dr. John Benjamin Owens, Rock Hill, aged 65, died March 12. 
Dr. J. D. Funderburk, Lancaster, aged 77, died in March. 


TENNESSEE 


Dr. W. S. Leathers, Dean of Vanderbilt University School of 
Medicine, Nashville, who recently declined a call to the 
deanship of a great medical school, was honored with a 
testimonial dinner on May 12 at the Belle Meade Country Club 
attended by about one hundred physicians and their wives. Dr. 
Leathers has been Dean of Vanderbilt University for five years. 
He has achieved many things for the institution and has en- 
deared himself to his associates. Many speeches testified to his 
tact, patience, persistence and efficiency. His friends congratu- 
lated themselves because for the fifth time he had declined offers 
from other institutions. 

At the one hundredth annual session of the Tennessee State 
Medical Association in Nashville recently the following officers 
for the coming year were elected: Dr. Hiram B. Everett, Mem- 
his, President; Dr. Kyle C. Copenhaver, Knoxville, Dr. William 
’ Rude, Ridgetop, and Dr. George G. Mulherin, Brownsville, 
Vice-Presidents; and Dr. Harrison H. Shoulders, Nashville, re- 
elected Secretary-Editor. 

Dr. Horton R. Casparis, Nashville, was a guest speaker on 
the program of the West Virginia Medical Society at its meeting 
in May. 

Dr. E. C. Ellett, Memphis, was elected Vice-President of the 
Pan-American Medical Association at its recent meeting. 

Dr. J. Ralph Hamilton, Knoxville, has moved into new offices 
at Fag West Church Avenue. 

F. L. Young, Knoxville, has moved into new offices in 
or ‘cuff Building. 

Dr. T. Tipton, Memphis, has become associated with the 
Union City Clinic. 


Bottles of 


6 ounces 


~ARNRICK 
GW CARNE 


|G. W. CARNRICK CO. 


The Memphis Polyclinic was destroyed by fire in March, and 
did much damage to equipment and doctors’ offices. 

Dr. Edwin W. Cocke, Bolivar, Superintendent of Western 
State Hospital, was recently appointed State Commissioner of 
Institutions. His place as Superintendent at the Hospital has 
been filled by Dr. Wesley W. Wallace. 

Dr. Marcus G. Spingarn, Memphis, has succeeded Dr. Alfred 
B. DeLoach, deceased, as a member of the Tennessee State 
Board of Medical Examiners. 

Dr. Arthur Harrison, Loudon, has reopened the offices formerly 
occupied by his father, the late Dr. Will Harrison. 

The Monroe County Medical Society has elected the following 
officers for 1933: Dr. T. M. Roberts, President; Dr. J. A. 
Hardin? Vice-President; and Dr. William J. Cameron, Secretary- 
Treasurer; all of Sweetwater. 

Dr. Herbert Sessions Wells, Nashville, and Miss Salome Winck- 
ler were married recently. 


DEATHS 


Dr. Luther Elonzo Wheat, Lewisburg, aged 50, died March 11. 

Dr. Alfred B. DeLoach, Memphis, aged 64, died March 17 of 
pneumonia and influenza. 

Dr. John Porter Davis, Morristown, aged 63, died suddenly 
March 3 of myocarditis. 

Dr. James C. Crunk, Belfast, aged 81, died January 13. 

Dr. A. H. Longmire, Lost Creek, aged 79, died February 24 
of heart disease. 


TEXAS 


The Texas Club of Internists met at Fort Worth in March 
for its regular spring session, and elected the following officers 
for oJ coming year: Dr. W. E. Nesbit, San Antonio, President; 
Dr. C. W. Stevenson, Wichita Falls, Vice-President: and Dr. 

R. H. Crockett, San Antonio, is the newly elected Presi- 
on ‘of the Staff of the Robert B. Green Memorial Hospital, San 
Antonio; Dr. Ed Coyle is Vice-President; and Dr. C. E. Boss- 
hardt, Secretary. 


Continued on page 32 


Liquid Endocrine 


T onic 
with a positive pharmaco- 
logic action on the energy 
liberating mechanism of 
the body. 
Increased energy from in- 
creased utilization of the 


foodstuffs. 
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“DRYCO Babies” are fortified against 
the hot days of July and August 


because: 


1 DRYCO is free from all pathogenic bacteria; 
therefore there is no danger of milk-borne 
infection. It requires no refrigeration. 


2 DRYCO meets the needs of babies — sick or 
well. One of its great advantages is the 
possibility of varying the relation between 
water, fat and other elements of the milk. Its 
lowered fat content, its flexibility (Dryco can 
be given in all degrees of concentrations and 
modifications) allow of easy regulation of the 
quantity of water to be ingested for a given 
amount of nutritive elements. 


3 DRYCO is digested and assimilated when 
other foods fail. “It has been the author’s 
clinical observation that dry milk is better 
tolerated by those infants who have already 
received a food injury than raw or boiled milk 
mixtures.” 


and because of the added Vitamin D Content 


BABIES RECEIVE AUTOMATIC PROTEC- 
TION AGAINST RICKETS, THE MOST COM- 
MON NUTRITIONAL DISEASE OF INFAN- 
CY AND CHILDHOOD. 


THE DRY MILK CO., INC. 
Dept. SM, 
205 East 42nd St., New York 


Made from superior quality milk from which part of the 
butterfat bas been removed, irradiated by the ultraviolet ray, 


under license by the Wisconsin Alumni Research Foundation — — COUPON 
(U. S. Patent No. 1,680,818), and then dried by the “Just” 
Roller Process. | Please send: Acute & Habitual Vomiting in Infants; 
Diarrhea; Milk Irradiated by the Carbon Arc Lamp (Abs.); 
ALL DRYCO IN THE HANDS OF | The Prevention and Cure of Rickets through Irradiated 


DRUGGISTS IS IRRADIATED , Milk; Dryco—The Irradiated Milk (Booklet) 
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The Northwest ‘Texas Hospital at Amarillo has the following 
new members of ihe Board of Managers: Dr. B. M. Puckett, 
Dr. Roy Vineyard, and Dr. Richard Keys, all of Amarillo. 

Dr. Ferdinand P. Herff, San Antonio, was elected Chairman 
of the Board of Managers, and Dr. B. F. Stout was continued 
as Vice-Chairman and was made Chairman of Medical Affairs. 

Dr. B. C. Ball, Dr. S. J. R. Murchison, Dr. L. O. Godley, 
Dr. X. R. Hyde, Dr. Nelson Dunn, Dr, A. W. Montague, Dr. 
A. W. Hiller, Dr. C. A. Ward, and Dr. W. O. Talbot, all of 
Fort Worth, have been named Directors of the Physicians and 
Dentists Business Bureau of that city. 

Dr. Edward H. Cary, Dallas, was recently honored by the 
Medical Club of Philadelphia with a dinner at the Bellevue- 
Stratford Hotel. 

Announcement has been made of the enlarging of the Overall 
Memorial Hospital at Coleman by the addition of a two-story 
extension, providing eleven new rooms. 

The Fisher-Stonewall a Medical Society has elected the 
following officers for 1933: Dr. J. G. ery President; and 
Dr. T. J. Barb, Secretary-Treasurer; both of Roby. 

Dr. J. W. Haynie has moved from Fort Worth to Grapevine. 

Dr. R. L. Powers has located at San Angelo, coming from 
Wenatchee, Washington. 


Dr. W. M. Routon, formerly of Kilgore, has moved to Los 
Angeles, California. 
Dr. G. E. Southern has moved from Brenham to Burton. 


Dr. G. H. Wood has moved from Longview to Big Spring. 


DEATHS 

Dr. James Edward Coyle, San Antonio, aged 71, 
20 of coronary occlusion. 

Dr. Franklin E. Haynes, Abilene, aged 70, died March 21 of 
cerebral hemorrhage. 

Dr. William W. Cooper, Commerce, aged 61, 
of cardiac insufficiency. 

Dr. Ethel Mary Lyon Heard, Houston, aged 56, died suddenly 
March 10. 

Dr. William Harriet Woods, Kerrville, aged 62, died February 9. 

Dr. John M. V. Wills, Corsicana, aged 86, died March 8 of 
arteriosclerosis. 

Dr. Charles J. Parris, 


died March 


died February 25 


Newcastle, aged 55, died March 7. 
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STORM 


Binder and Abdominal Supporter 


Gives perfect up- 
life and is worn 
with comfort. Made 
of Cotton, Linen or 
Silk, washable as 


underwear. 


Three distinct types 
of Storm Support- 
ers — many varia- 
tions of each type. 


This Photo Shows Type “SN” 


STORM supporters are made for all conditions needing 
abdominal uplift. Ptosis, Hernia, Pregnancy, Obesity, 
Relaxed Sacro-Iliac, Articulations, Kidney Conditions, 
Post-Operative Support, etc. 


Each Belt Made to Order Ask for Literature 


KATHERINE L. STORM, M. D. 
Originator, Owner and Maker 
1701 Diamond St. Philadelphia 


June 1933 


Dr. John Newton Powell, Laketon, aged 74, died in December 
of diabetic gangrene. 
Dr. Julian T. McLamore, 


Megargel, aged 57, died February 6 
of influenza and myocarditis. 


VIRGINIA 


The Norfolk County Medical Society held its annual all-day 
clinic in April. 

The Virginia Society of Otolaryngology and Ophthalmology met 
in Harrisonburg in May for its annual session under the Presi- 
dency of Dr. Frank P. Smart, Norfolk. 

The Northampton County Medical Society met in Eastville 
in April for its regular quarterly session. 

Dr. E. Terrill Montgomery, formerly of Richmond, and an 
alumnus of the Medical College of Virginia, has located in New 
York City to practice medicine. 

Dr. Edwin P. Lehman, Professor of Surgery, University of 
Virginia School of Medicine, University, served as visiting Pro- 
fessor of Surgery recently at the Emory University School of 
Medicine, Atlanta, Georgia. 

Dr. L. Varn, South Hill, is the newly elected President of 
the Rotary Club of his city. 

Dr. Frederick Pilcher, Jr., alumnus of the University of Vir- 
ginia Medical Department, has completed a course of study in 
Vienna and has returned home to begin a fellowship with the 
Mayo Foundation, Rochester, Minnesota. 

The Virginia Hospital Association, which met jointly with 
the North and South Carolina Associations at Charleston, South 
Carolina, in April, has elected the following officers for the coming 


year: Dr. W. T. Sanger, Richmond, President; Miss Virginia 
Thacker, Roanoke, Vice-President; and Dr. Lewis E. Jarrett, 
Richmond, Secretary-Treasurer. 

Dr. Stuart McGuire and Dr. W. T. Sanger, Richmond, repre- 


sented the Medical College of Virginia at a recent meeting of the 
West Virginia alumni at Charleston, West Virginia. 

Dr. John M. Bailey, formerly of Hopewell, has located at 
Richmond, with offices in the West End Medical Building. 

The Southwestern Virginia Medical Society met in Pulaski in 
March for its regular semi-annual meeting. 

The Medical Association of the Valley of Virginia met at Clif- 
ton Forge in May. 

Dr. Hawes Campbell, Jr., Richmond, and Miss Ellen James 
Hudgens were married in April. 

Dr. Wilmore R. Sherrick and Mrs. Helen Crouch Long, both 
of Richmond, were married in March. 

Dr. Irwin Clay Hanger, Staunton, and Miss Sarah Baldwin 
were married in April. 


DEATHS 

Dr. Harry Tilden Hopewell, Strasburg, aged 56, died March 18 
as the result of paralysis. 

Dr. B. Arthur Middleton, Emmerton, aged 77, died April 3. 

_ Dr. George W. McAllister, Hampton, aged 56, died March 30 
trom toxemia. 

Dr. Nathaniel Albert Nicholson, 
April 3 in a Norfolk hospital. 
Dr. John Hansford Thomas, 


Back Bay, aged 53, died 


Greenville, aged 60, died Feb- 


WEST VIRGINIA 


The class of 1932 and other alumni of the West Virginia Uni- 
versity School of Medicine recently presented to the school a 
portrait of Dr. John Nathan Simpson, Dean of the University 
since he organized it in 1902. 

The Mingo County Medical Society has elected the following 
officers for 1933: Dr. J. Carl Lawson, President; Dr. George 
T. Conley, Vice-President; and Dr. Fred Ben Quincy, Secretary- 
Treasurer; all of Williamson. 

Dr. Percy Paul Pharr, formerly of Lillybrook, has located at 
Alderson. 

The West Virginia Alumni of the Medical College of Virginia 
held a meeting in Charleston recently and elected the following 
officers: Dr. S. W. Price, Scarboro, President; Dr. Roy Miller, 


Parkersburg, Vice-President; and Dr. W. L. Cook, Charleston, 
Secretary. 
Dr. Eugene Scott Brown, Tioga, and Miss Margaret Louise 


Huddleston were married recently. 


Dr. Edgar L. Bossett Plant, Wheeling, aged 63, 
March 23 of heart disease. 
Dr. Robert Pearl Wood, Oak Hill, 
pneumonia. 
Dr. Joseph Bascumb Kirk, 


died suddenly 
aged 47, died April 16 of 


Bluefield, aged 70, died April 19. 
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STREET CORNER 


can’t replace 


your advice 


O YOU decide which brand of Evap- 

orated Milk to put in the baby’s 

bottle, or is the decision reached during the 
mother’s chance meeting with a friend? 

In prescribing Evaporated Milk for infant 
feeding, you have in mind a milk that meets 
your high standards of quality. But the 
mother’s friends cannot be relied upon to 
tell her what these standards of quality are, 
or how she can obtain them. She needs your 
advice to guide her choice. 

The quality which the physician demands 


SOUTHERN MEDICAL JOURNAL 


CONSULTATIONS 


for infant feeding is found in all of the Evap- 
orated Milks produced by The Borden 
Company. Careful selection of raw milk and 
rigid safeguards throughout the process of 
manufacture guarantee the quality, purity 
and freshness of every Borden brand... 
Borden's Evaporated Milk... Pearl... Mari- 
copa... Oregon ...St. Charles... Silver Cow. 


Write for compact, simple infant 
eeding formulary and scientific literature. 
Address The Borden Company, Dept. 522, 
350 Madison Avenue, New York, N. Y. 


Borden's Evaporated Milk was the 
first evaporated milk for infant feeding 
to receive the Seal of Acceptance from 
the American Medical Association 


Committee on Foods. 


MEDICAL 
ASSN. 


Dorden's Evaporated Milk 
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PA B L U M requires n no cook 


Pre-cooked Mead’s Cereal, dried—ready to serve 


Consists of wheatmeal, oatmeal, cornmeal, wheat ors east 
alfalfa leaf and beef bone. Supplies vitamins A, dé and 
calcium, phosphorus, iron, copper and other Ag coe 


PRACTICAL ADVANTAGES TO THE MOTHER. The prepara- 
tion of ordinary cereal for the infant’s diet is one of the most irksome | 
of the mother’s many duties. To her, it usually means getting up an | 
hour earlier in the morning. It means bending over a hot stove in sum- 
mer. It means guessing at the amount of cereal to cook, with unavoid- 
able waste and scraping and boiling of pots, pans and cookspoons. 

With Pablum, all the mother need do is to measure directly into 
the baby’s cereal bowl the prescribed amount and then gradually add 
the prescribed amount of previously boiled water, milk or milk-and- 
water (hot, warm or cold) until desired consistency is obtained. Re- 2) 
cooking is not essential, but may be done if desired. 

For older children and adults, this ease of preparation makes _ 
Pablum especially welcome in families where the benefits of hot ~ 
cereals are often denied simply because the process of cooking ordi- 
nary cereals is too long and too bothersome. Pablum can be prepared 
in a minute for one or several members of a family. 

Pablum, being dry, although pre-cooked, keeps indefinitely and re- 
quires no refrigeration. Moreover, since it is dry only cereal is paid 
for, not added water. Hence Pablum is “economical,—no waste.” 


(Sugar to taste for older 
children and adults) 


PABLUM 


SUPPLIED IN 1-POUND CARTONS AT DRUG STORES _ 


Like Mead’s Cereal, Pablum represents a great ad- 
vance among cereals in vena it is richer in minerals 
(principally calcium, phos: a horus, iron and copper) 
and vitamins (A, B, E and G), it is base-forming, and 
it leaves a mot residue. In addition to these special 
features, it is adequate in Ee man; fat, carbohy- 
drates and calories—and uniil e many foods that are 
“good for growing children,” Pablum tastes g 


MEAD JOHNSON & CO. 
EVANSVILLE, INDIANA 


Pioneers in Vitamin and Mineral Research 
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Lest we forget Dextri-Maltose 
of choice for thirty years 
never advertised to the public 


“The dextrin-maltose preparations possess 
certain advantages. When they are added to 
cow’s milk mixtures, we have a combination 
of three forms of carbohydrates, lactose, dex- 
trin and maltose, all having different reac- 
tions in the intestinal tract and different 
absorption rates. Because of the relatively 
slower conversion of dextrins to maltose and 
then to dextrose, fermentative processes are 
less likely to develop. Those preparations 
containing relatively more maltose are more 
laxative than those containing a higher per- 
centage of dextrin (unless alkali salts such 
as potassium salts are added). It is common 
experience clinically that larger amounts of 
dextrin-maltose preparations may be fed 
as compared with the simple sugars. Obvi- 
ously, when there is a lessened sugar toler- 
ance such as occurs in many digestive dis- 
turbances, dextrin-maltose compounds may 
be used to advantage.” (Queries and Minor Notes, J.A.M.A., 88:266) 


Please enclose professional card when requesting samples of Mead Johnson products to cooperate in preventing their reaching unauthorized persons. 
Mead Johnson & Company, Evansville, Ind., U.S.A- 


Be. 


Specific Therapy 


Erysipelas 


Symmers, comparing 15,277 cases of erysipelas treated 
without antitoxin over a period of 23 years with 705 cases 
treated with antitoxin, found an apparent reduction in 
mortality in serum treated cases of 44.5%. Symmers re- 
marks (J.A.M.A., August 25, 1928) “The antitoxin treat- 
ment of erysipelas marks an advance, the results of which 
are commensurate with those obtained in the treatment of 
diphtheria.” * 


Parke-Davis Erysipelas Streptococcus Antitoxin is obtained from the 
blood of horses immunized against the streptococcus from highly 
virulent cultures of Streptococcus hemolyticus isolated from erysipelas. 
This antitoxin is refined and concentrated, the antitoxic properties 
being retained in very small bulk; the product is free from most of 
the inactive serum constituents. 
This antitoxin is subjected to skin tests to determine its potency. 
Each lot is given rigid bacteriologic tests, both while in bulk and after 
enclosure in the syringe container to insure sterility. 
Supplied in packages of 10 cc. and 20 cc. syringes (Bios. 2010 and 2012.) 


PARKE, DAVIS & COMPANY 


The World’s Largest Makers of 
Pharmaceutical and Biological Products 
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